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EDITORIALS 


CORONADO ANNUAL SESSION, MAY 25-28: 
NEWLY ELECTED OFFICERS AND 
OTHER NEWS 


This June number of CALIFORNIA AND WEsT- 
ERN MEDICINE will have gone to press by the 
time the sixty-fifth annual session of the Cali- 
fornia Medical Association is being held. There- 
fore, it may be necessary to present the news of 
the general and scientific meetings, and those of 
the House of Delegates, in the issue for July. 

Among subjects which will probably receive at- 
tention by the House of Delegates may be men- 
tioned the following: 

Shall the California Medical Association, as 
a state society, authorize the formation of a mal- 
practice defense society or corporation ; and if so, 
by what method and under what control ? 

Shall the California Medical Association make 
any new commitments on the subject of compul- 
sory or voluntary health (medical service insur- 
ance) ? 

Shall the California Medical Association make 
any commitments in regard to hospitalization in- 
surance? 

These and many other matters related to in- 
tensive and extensive growth and development 
will be discussed by members and will no doubt 
be seriously studied by the reference committees, 


as well as by the members of the House of 
Delegates. 


In this issue only a brief list of officers can 
be given and this follows. Other information 
wiil be printed in the July number of CALIFORNIA 
AND WESTERN MEDICINE. 


* * * 


Newly Elected Officers.—Retiring President 
Robert A. Peers of Colfax was succeeded by 
President-Elect Edward M. Pallette of Los An- 
geles. 


For the office of president-elect, there was only 
one nomination, that of Howard Morrow of San 
Francisco, a member of the Class of 1896 of the 
University of California Medical School, pro- 


¢ Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comment column, 
which follows. 
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fessor of dermatology in his Alma Mater, and at 
the present time also president of the California 
State Board of Health. Doctor Morrow has long 
been a prominent figure among physicians, well 
known for both his professional and executive 
capacity, and his elevation to the California Medi- 
cal Association’s presidency assures a continua- 
tion of the splendid progress which has been so 
much in evidence in the Association during recent 
years. Doctor Morrow has the distinction of 
being elected to the office of president-elect, with- 
out having previously held office in the State 
Association. 

Dr. W. W. Roblee of Riverside, who this year 
took over the duties of former Speaker Pallette, 
received much praise for the manner in which the 
business of the House of Delegates was conducted. 
Vice-Speaker John H. Graves of San Francisco 
was also reelected. 

The terms of the councilors from the second, 
fifth and eighth districts having expired, the three 
incumbents, Carl R. Howson of Los Angeles, 
Alfred L. Phillips of Santa Cruz, and C. E. 
Schoff, were reélected. Councilors-at-Large C. O. 
Tanner of San Diego and T. Henshaw Kelly were 
also reélected. : 

Members who were elected delegates to the 
American Medical Association were: Charles A. 
Dukes of Oakland, Edward M. Pallette of Los 
Angeles, Robert A. Peers of Colfax, and William 
R. Molony of Los Angeles, their respective alter- 
nates being Edward N. Ewer of Oakland, William 
H. Kiger of Los Angeles, F. F. Gundrum of 
Sacramento, and John C. Ruddock of Los Angeles. 

We do not have at hand the list of appoint- 
ments of the Standing and Special Committees, 
but these will be printed in the July issue, with 
minutes and other proceedings. 


* * * 


California Medical Association Meets at 
Hotel Del Monte in 1937.—Hotel Del Monte, 
in Monterey County, which for years the Cali- 
fornia Medical Association has recurrently desig- 
nated as an annual session meeting place, was 
chosen for next year’s meetings, the date of the 
session, probably some time in April or May, to 
be set later by the Council. 


* * * 


Newspaper Comments on the Coronado An- 
nual Session: Excerpts in This Issue.—Pend- 
ing the appearance of the official minutes in the 
July issue, this number meg: in its Special Arti- 
cles ga oy (on page 537), excerpts from 
items in the San Diego newspapers, a perusal of 
which will give members who are interested an 
insight into some of the happenings at San Diego. 


RETIRING PRESIDENT ROBERT A. PEERS: 
THE THANKS OF THE ASSOCIATION 
FOR HIS SERVICES 


In recent years the California Medical Associa- 
tion has been fortunate in having, as titular heads 
of the organization, presidents to whom no service 
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for the advancement of scientific and organized 
medicine was too arduous, and to each of these 
colleagues, on the completion of their respective 
terms of office, the thanks of the Association 
have been tendered. This seems particularly ap- 
propriate for this year’s retiring president. If, 
during the last year it has been possible for the 
members of the California Medical Association 
to become better acquainted with the special and 
very important problems which nowadays con- 
front the medical profession, and to become more 
unified on procedures to be inaugurated, that 
much-to-be-desired end was attained partly by 
the presidential visitation conferences which, par- 
ticularly during the last twelve months, became 
of far-reaching influence. During this period, 
President Robert A. Peers visited practically 
every one of the component county societies in 
this great State of California, imposing upon him- 
self a task by no means light, when one considers 
the extent of the geographical domain included 
in a coastline of 800 miles and a back country of 
valleys, plains and mountains, some 200 miles in 
width. 

The messages which were carried to the com- 
ponent county societies by Doctor Peers and his 
official associates had everywhere, it is evident, a 
heartening effect. The record made, indeed, is 
one that sets a hard pace for successors in office. 
It is to be hoped, therefore, that the members 
appreciate what it means to such busy colleagues 
who are honored with the presidential office, when 
they voluntarily leave their professional work, 
month after month, to hold these visitation con- 
ferences in which problems of scientific and or- 
ganized medicine, as represented particularly by 
the California Medical Association and its activi- 
ties, are directly called to the attention of mem- 
bers of the component county medical societies. 
It is a great satisfaction to be elevated to the 
presidency of one’s State Medical Association, 
but it must also be acknowledged that the job, in 
present days at least, is associated with much hard 
work and self-sacrifice. 

The California Medical Association is today a 
stronger constituent state unit because of the 
work of Doctor Robert A. Peers of Colfax. In 
expressing to him, then, its appreciation and good 
wishes, the members of the California Medical 
Association turn to welcome his successor, Doctor 
Edward M. Pallette of Los Angeles, in full knowl- 
edge that he also will carry on in earnest and 
able fashion, from where his good friends and 
colleagues laid down their responsibilities of 
office. 


7 7 7 





Members of the Association will be grieved 
to learn that a serious and fatal illness of Presi- 
dent Peers’ mother made it necessary for him to 
leave the Coronado meeting on Wednesday noon, 
May 27. The sympathy of the Association is 
Peers in this heavy 


tendered to Doctor and Mrs. 
sorrow. 
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ALAMEDA COUNTY HOSPITALIZATION 
PLAN: ITS IMPORTANCE 


Hospital Expenses a Major Element in the 
Cost of Sickness.—The shock-cost of a serious 
illness or injury comes to patient, or relatives, 
when a hospital presents its bill, with the state- 
ment or implied intimation that prompt payment 
is expected. For a hospital, in one sense, is a 
hotel for sick and injured people and, as regards 
board and lodging, must be run along somewhat 
similar lines, except, of course, that in a hospi- 
tal practically all meals are given through spe- 
cial room and tray service; and as a first-class 
hotel, its overhead or maintenance expenses are 
as great, and usually greater, than those of hotels 
offering similar accommodations and service. It 
is to be remembered, too, that guests in a hospital 
are usually not there through their own volition, 
but because of necessities created by their illness; 
this latter element explaining, also, why patients 
in a hospital often have purses so flat that they 
find it is a great hardship to meet their expenses 
under such hospital-hotel conditions. 


* * * 


Hospitals in Need of Maintenance Endow- 
ments.—Another feature of the unfortunate 
situation is this, that wealthy citizens have not 
given hospital endowments or support in sufficient 
amount to permit these hotels for the sick to have 
accessory income, which could be drawn upon to 
help pay the hospital costs of deserving persons 
in lower income brackets. As a matter of fact, 
while the increase in the number of hospitals in 
the last several decades has been an outstanding 
feature of modern-day medicine, the majority of 
these institutions not only do not own the prop- 
erty they occupy, but carry an indebtedness of 
sufficient amount to throw their ledgers into the 
red, whenever the number of resident patients 
falls below a certain average. 

Nor can it be denied that the recent generations 
of Americans have been educated to use hospitals, 
and do use them with the same alacrity and ease 
they display when availing themselves of the con- 
venient radios, automobiles, electric stoves and 
similar accessories of comfortable living. Un- 
fortunately, however, just as many citizens buy 
automobiles not adapted to their real incomes, so 
many persons, upon entering hospitals as patients, 
plunge into unnecessary expense by insisting on 
taking high-priced private rooms and special 
nurses, both of which must be met by their purse 
when hospital statements are presented. 


- ake 7 


‘ Hospitalization Costs Should Be Empha- 
sized.—It is to be regretted, therefore, that in 
the many discussions of the so-called “high costs 


of medical care,” these hospital expenses have not 
been more greatly emphasized. One thing is cer- 
tain: as a rule, members of the medical profession 
have not been the recipients of overgenerous pay- 
ment for services rendered to hospital patients. 
On the contrary, on many, many occasions, physi- 
cians and surgeons are told by patients’ families 
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that the hospital expenses having been so heavy, 
it will not be possible to pay much, if anything for 
the medical or surgical services which in good 
faith were rendered, and that such payments as 
can be made, must be in periodical installments. 


Xk * * 


Lay and Other Propagandists for State Medi- 
cine Are in Error.—The lay and other propa- 
gandists for state medicine—who, as a class, are 
themselves usually well salaried by their “foun- 
dations” and supporters—seem to forget the facts 
stated above, and intentionally, or through in- 
difference or ignorance, continue to carry on their 
publicity programs for a system of medical prac- 
tice—state medicine—which they contend would 
not only materially lower the costs of illness, but 
would extend the benefits of modern medical 
science to many more people than at present. 
Volumes have been written on this subject, and 
it is not our purpose here to engage in discussing 
the merits or demerits of the proposition. We 
believe that these propagandists, well meaning and 
non self-seeking though many of them may be, 
are in error in most of their contentions; and we 
hold with those who are of the opinion that state 
medicine would give poorer medical and surgical 
service to the mass of citizens, and that the costs 
of illness, associated as they then would be with 
the deficiencies incident to lay bureaucratic man- 
agement, must be as great or greater than at 
present, even though much of the bill would be 
saddled upon the taxpayers in general instead of 
upon individual patients. 


a ae 


Two Important Articles in the May “Cali- 
fornia and Western Medicine”: Alameda and 
New York Plans.—Returning to our earlier 
contention that the shock-costs of illness are those 
of hospitalization, rather than of the medical or 
surgical advisers, we desire to call attention to 
two articles printed in CALIFORNIA AND WESTERN 
MEDICINE, entitled “Group Hospitalization on a 
Periodic Payment Method : Alameda County 
Plan” and “New York C ity’s Group Hospitz iliza- 
tion Plan,” on page 450 of the May issue of this 
magazine. 

3oth articles are worthy of careful 
and it is hoped all members of the 
Medical Association will 
them. 


thought, 
California 
take the time to read 


It is significant that, while the Alameda County 
Medical Association appropriated $7,500 from its 
reserve funds to aid, if necessary, in the institu- 
tion of its plan, the members of that component 
county society themselves subscribed the entire 
sum of $25,000 demanded by the state laws to 
insure performance of contract. 


ik 


Four District Hospitalization Associations 
Suggested for California.—It has been sug- 
gested that three similar district hospitalization 
societies or corporations might be organized along 
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like lines in California: one for the Sacramento 
Valley, another for the San Joaquin Valley, down 
to the Tehachapi; and a third for the counties 
south of the Tehachapi. In this way like hospi- 
talization insurance service would be offered to 
the entire State. It is believed that if such hos- 
pitalization service on an insurance basis could be 
offered to the citizens of California by and 
through physicians, and be brought into operation 
before the next California Legislature meets in 
January, 1937, the medical profession would be 
in better position than ever before to combat 
those who seek to force a compulsory medical 
service system—state medicine—upon the citizens 
of California. The entire subject will no doubt 
be given careful thought at the annual session 
which convenes in Coronado on May 25.* In the 
meantime, readers who have not done so, are 
urged to peruse and carefully consider the two 
articles above referred to. 


DEVISES AND BEQUESTS TO CALIFORNIA 
MEDICAL ASSOCIATION—“I GIVE 
AND BEQUEATH” 


Bequest Forms Previously Printed.—Under 
the caption, “I Give and Bequeath,” the March 
issue of CALIFORNIA AND WESTERN MEDICINE 
on page 145 printed some editorial comments 
indicating the good results that could accrue, both 
to the social welfare of California’s citizens and 
the advancement of scientific medicine, if bequests 
for philanthropic purposes were made to the Cali- 
fornia Medical Association. The thought was 
brought out that, from time to time, physicians 
have patients, who, in appreciation for relief from 
suffering or serious danger to health and life, 
might very naturally express the wish to give 
evidence of their gratitude; which gratitude could 
easily be shown through bequest donation of im- 
mediate or more remote cash, to be used for ob- 
jects such as the advancement of medical research 
along general or special lines, for maintenance 
support of hospital beds for indigents, near- 
indigents, or persons in very moderate financial 
circumstances, or for activities designed to ad- 
vance the interests of scientific or organized 
medicine. 


The hope was also voiced—because one occa- 
sionally does meet physicians who, through for- 
tunate investments, have been blessed with mate- 
rial prosperity considerably more than that which 
falls to the lot of most of their fellows—that such 
members of the profession might likewise desire 
to remember the Association in their wills, by 
grants for the promotion of scientific or other 
activities. 

One such bequest has been made to the Cali- 
fornia Medical Association—that of the late Doc- 
tor Morris Herzstein, who died October 25, 1927, 
leaving a bequest to the amount of $20,000 


“to hold and invest in first-class nontaxable securities, and 
to yearly pay the net income from said securities to the 





* Minutes of the proceedings of the House of Delegates 
will be printed in the July number of CALIFORNIA AND 
WESTERN MEDICINE. 
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State Medical Society of California, to be used only by 
this Society in taking such steps as the Society may con- 
sider best for the suppression of quackery in the practice 
of medicine within the State of California.” 

The unexpended interest to the credit of this 
fund is $1,267.56, a total of $5,818.08 of such 
interest monies having been expended since 1929. 


* * * 


Citizens Should Be Reminded to Make Such 
Bequests.—Keeping in mind the great good 
which could thus easily result from such donations 
and bequests, it would seem but very proper, when 
opportunity arises, to remind both lay and pro- 
fessional citizens, who might be in position to 
make such contributions, that the California Medi- 
cal Association is organized under the laws of the 
State in such manner that, through an associated 
non-profit corporation known as the “Trustees 
Of The California Medical Association” [quota- 
tion marks our own], it is in position to act as 
the custodian of trust funds, and to faithfully 
carry out all instructions in deeds of gift. 


* * * 


The “Trustees Of The California Medical 
Association,” a Nonprofit Corporation.—For 
the information of members who may not recall 
the organization set-up of the Trustees Of The 
California Medical Association, it may be stated 
that it is a nonprofit organization whose articles 
of incorporation were filed with the Secretary of 
State on May 8, 1930, their provisions being out- 
lined in the November, 1930, issue of CALIFORNIA 
AND WESTERN MeEpICcINE (pages 829 and 833), 
and reprinted in this number in the Special Ar- 
ticles department on page 540. 

Trustees Of The California Medical Associa- 
tion is a corporation without capital stock, duly 
organized and existing under the laws of Cali- 
fornia. Its members are the councilors and gen- 
eral officers of the California Medical Association, 
who remain members of the corporation only dur- 
ing their terms as officers of the California Medi- 
cal Association. The board of directors of the 
Trustees Of The California Medical Association 
are elected from these California Medical Asso- 
ciation officer-members. 


As a nonprofit corporation legally authorized to 
hold funds in trust, the Trustees Of The Cali- 
fornia Medical Association is a responsible body, 
whose members and directors are required to 
rigidly observe all legal enactments having to do 
with the safeguarding of trust funds and bequests. 
The members and officers of the corporation at 
all times are physicians who were elected to the 
positions they hold in the California Medical As- 
sociation because of the reputations which they 
had previously established for loyal, disinterested 
and able service on behalf of their profession and 
colleagues; on which account there is additional 
reason to believe that responsibilities delegated to 
them would always be carried out. The corpora- 
tion has the advantage, therefore, of being at all 
times composed of members of integrity and 
capacity, selected and elected to office by the 
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House of Delegates of the California Medical 
Association ; the official positions so created giv- 
ing them also—but only during their terms of 
office—automatic membership in the corporation 
known as the “Trustees Of The California Medi- 
cal Association.” Thus, there should be every 
assurance that the members and directors of the 
Trustees Of The California Medical Association 
would at all times be responsive to the ideals of 
the members of the California Medical Associa- 
tion, as well as to the legal provisions which the 
State of California has seen fit to enact in order 
properly to protect gifts of trust. The articles of 
incorporation, to be found in this issue on page 
540, give additional information. 


*x* * * 


Additional Grant and Bequest Forms.—In 
the March issue, on page 146, three forms, one 
of Legacy, another of Devise of Real Property, 
and a third, that for a Bequest of Personal Prop- 
erty, were given. In the 1931 “Directory” of the 
California Medical Association, on page XXII, 
also we printed five somewhat similar forms, all 
of which were submitted by us at that time to the 
General Counsel of the Association, for approval 
as to proper legal phraseology. For their sugges- 
tive value and because of the importance of the 
subject, these are here reprinted: 


* * * 


FORM OF CLAUSE OF WILL PROVIDING FOR CASH BEQUEST 


I hereby give and bequeath unto Trustees Of The Cali- 
fornia Medical Association, a nonprofit corporation of 
California, the sum of to be known as the 
Gift, to be used and expended by said corporation for 
scientific, educational or hospital purposes. 


* * * 


FORM OF CLAUSE OF WILL PROVIDING FOR CASH BEQUEST 


I give and bequeath unto Trustees Of The California 
Medical Association, a nonprofit corporation of California, 
the sum of $———, to be held as a fund, to be known as 
the [here insert name desired] Fund, the principal whereof 
shall from time to time be invested to the best advantage 
compatible with safety, and the income whereof shall be 
used and applied for scientific, educational or hospital 


purposes. 
* * * 


FORM OF CLAUSE OF WILL PROVIDING FOR BEQUEST OF 
PERSONAL PROPERTY 


I give and bequeath unto Trustees Of The California 
Medical Association, a nonprofit corporation of California 
[here describe the property], the same, or the proceeds 
thereof, to be held as a perpetual fund, to be known as 
the [here insert name desired] Fund, the income whereof 
shall be used and applied for scientific, educational or hos- 
pital purposes. The said corporation shall have the power 
to sell said property and to invest and reinvest the pro- 
ceeds arising from the sale thereof from time to time as 
it may deem advisable for the purpose of producing as 
large an income as may be compatible with safety. 


*x* * * 


FORM OF CLAUSE OF WILL PROVIDING FOR DEVISE OF 
REAL PROPERTY 


I give and devise unto Trustees Of The California 
Medical Association, a nonprofit corporation of California, 
to aid and further its scientific, educational and hospital 
purposes, and to be known as the Gift, the follow- 
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ing described real property situate in the County of , 
State of California, and more particularly described as 
follows, to wit: 

* *k & 


FORM OF CLAUSE OF WILL PROVIDING FOR DEVISE OF 
REAL PROPERTY 


I give and devise unto Trustees Of The California 
Medical Association, a nonprofit corporation of California 
[here describe the property], the same, or the proceeds 
thereof, to be held as a perpetual fund, to be known as 
the [here insert name desired] Fund, the income whereof 
shall be used for and applied to the support and mainte- 
nance of scientific, educational or hospital purposes. The 
said corporation shall have the power to sell said property 
and to invest and reinvest the proceeds arising from the 
sale thereof from time to time as it may deem advisable 
for the purpose of producing as large an income as may be 
compatible with safety. 


RATIONAL MEDICINE: A “FIFTY-YEAR- 


AGO” ARTICLE BY DR. JOSEPH P. 
WIDNEY 


Readers of the April and May CALIFORNIA AND 
WESTERN MEDICINE,* who failed to peruse the 
biographical sketch of Dr. Joseph P. Widney, 
founder of both the Los Angeles County Medical 
Association and the College of Medicine of the 
University of Southern California (and still in 
active literary and other work at the age of 
ninety-five), deprived themselves of a rare oppor- 
tunity to reflect on the many possibilities in life 
for broad and helpful service. Reference is again 
made to Doctor Widney because this and next 
month’s magazine will publish a paper on rational 
(nonsectarian) medicine, brought out by Doctor 
Widney some fifty years ago, and yet today hav- 
ing presentations as true as they were then; the 
articles showing how fundamental is the basis 
upon which scientific and rational medicine are 
grounded. What Doctor Widney stated in such 
clear fashion a half century ago, still obtains and 
will continue to obtain; for only that which is 
truth prevails—a truism that applies to medicine 
as to all other things. Part I of Doctor Widney’s 
discussion of Rational Medicine will be found in 
this issue on page 513. 

SUPREME COURT OF CALIFORNIA RULES 
THAT THE GIVING OF AN ANESTHETIC 
BY A NURSE IS NOT ILLEGAL 
PRACTICE OF MEDICINE 


On May 18, the California Supreme Court 


_handed down an important opinion, on an appeal 


from a decision rendered by the district court, in 
which the latter court had ruled that the giving 
of an anesthetic by a nurse was not a violation 
of the Medical Practice Act of California, and 
was not illegal practice of medicine here. 

This opinion announced by Chief Justice Wil- 
liam Harrison Waste—Associate Justices Conrey, 
Curtis, Langdon, and Thompson all concurring— 
is printed on page 537 of this issue, and is com- 
mended for study to the members of the Cali- 
fornia Medical Association. 


*See pages 251 and 292 in the April number, and page 
396 in the May issue. 
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Heretofore, the Board of Medical Examiners 
of the State of California has held a view con- 
trary to that expressed by the Supreme Court, 
although it has not made any arrests to test out 
its interpretation. 


























The Supreme Court’s opinion covers some of 
the major points at issue. Unless a petition for 
a rehearing is presented and granted, and the 
opinion reversed, the court’s interpretation of the 
Medical Practice Act, on the giving of anesthetics 
by nurses, will stand as law in California.* 






































Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Califor- 
nia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 522. 
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TOLERANCE TO COD-LIVER OIL—U. S. P. X§ 

Recently, interest has been focused on the use 
of large amounts of vitamin D in the treatment of 
chronic disease states.1 Leake* has emphasized 
the dangers of such therapy, since deaths have 
followed the use of irradiated ergosterol * and 
cod-liver oil. The present case is reported as an 
instance of overdosage (10 liters of unirradiated 
Cod-Liver Oil—U. S. P. X), in which no symp- 
toms or signs of toxicity were noted, though a 
derangement of mineral and carbohydrate metabo- 
lism was observed, which was believed due to the 
uncontrolled self-medication. 

A woman of twenty-five years, weighing 55 
kilos, took an average of 100 cubic centimeters of 
Cod-Liver Oil—U. S. P. X and a quart of cow’s 
milk daily to gain weight. After three and one- 
half months she had gained 11 kilos, at which time 
she stopped taking the oil but continued the milk 
intake in the same amount. One month later, on 
examination she was found symptom-free and 
without physical signs referable to vitamin A 
or D toxicity. Laboratory examinations of blood, 
clotting time, complement fixation, urine, phenol- 



























































































































































*At Coronado the House of Delegates and the Council 
instructed General Counsel Peart to make request of the 
Supreme Court for a rehearing. The Board of Medical 
Examiners of the State of California has also petitioned 


Attorney-General Webb to join in the case as amicus 
curiae. 


t This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial dis- 
cussions suitable for publication in this department. No 
Pee should be over five hundred words in length. 


§ From the laboratory of Dr. Alfred C. Reed and the 


phi irmacological laboratory of the University of California 
Medical School, San Francisco. 


1 Dreyer, I., and Reed, C. L.: 
(Sept.), 1935. Vrtiak, E. G., 
106:1162 (April 4), 1936. 

2 Leake, C. D.: Calif. 
1936. 

3 Thatcher, L.: Edinburgh M. J., 

4 Thatcher, L.: Lancet, 
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sulphonephthalein excretion, and basal metabolism 
were within normal limits. An_ electrocardio- 
graphic tracing showed no abnormal changes. 
Blood cholesterol was 194.6 milligrams per cent, 
calcium 9.0 milligrams per 100 cubic centimeters, 
and phosphorus 5.6 milligrams per cent.® Analy- 
sis of a twenty-four-hour urine specimen revealed 
0.25 grams of calcium and 1.281 grams of phos- 


phorus in 1,810 cubic centimeters.? The para- 
thormone titer, determined by the method oi 
Hamilton,’ was within the normal range. A test 


of tolerance to 100 grams of glucose given orally 
after a twelve-hour fast showed the following con- 
centrations over the four-hour period: 79, 80, 80. 
88, and 79 milligrams per 100 cubic centimeters, 
without glycosuria. Roentgen examination of the 
skull showed no changes in bone density or evi- 
dence of demineralization as compared with roent- 
genograms taken four years previously. 





COM MENT 


With the exception of the abnormal response 
to glucose ingestion, no damage following the ex- 
cessive daily intake of 100 cubic centimeters of 
Cod-Liver Oil—U. P. X over a hundred-day 
period was evident, so far as our examination dis- 
closed. The disturbed tolerance noted might be 
due to a more rapid utilization of glucose by the 
tissues or to more prompt glycogen formation. 
The normal calcium and elevated phosphorus 
blood levels apparently indicate that rapid ex- 
cretion of these minerals by normally functioning 
kidneys occurred with no evidence of deminerali- 
zation of the bones being apparent. The excess 
excretion of calcium and phosphorus observed is 
thought by Thatcher * to be due to undue stimu- 
lation of the calcium phosphorus metabolism by 
strong concentrations of vitamin D given over a 
relatively long period, the calcium being lost in- 
stead of utilized. The rise in blood phosphorus 
without a corresponding hypercalcemia noted in 
our case is considered by Thatcher * to be evi- 
dence of vitamin D toxicity. This is the first clint- 
cal demonstration, so far as we can determine, of 
deranged mineral metabolism under these circum- 
stances. Four or five times the recommended daily 
dose of cod-liver oil may be taken, then, on the 
basis of these findings, with disturbance of mineral 
balance, but without symptoms or physical signs 
of dysfunction. In cases suspected of vitamin D 
toxicity, an examination of the blood and urine 
for calcium and phosphorus should be helpful in 
early diagnosis. 

University of California Medical School.t 

HAMILTON H. ANDERSON 
ALFRED C. REED 
San Francisco. 
5 Kindness of Dr. 
6 Kindness of Dr. 


7 Kindness of Dr. 


8 Hamilton, Bengt, 
Exper. Therap., 


Francis Rochex. 

Zera Bolin. 

May Olney and Dr. A. S. Mulay. 
and Schwartz, C.: J. 
46:285 (November), 1932. 
for technical assistance, to 


Pharmacol. and 


t The authors are indebted, 
Media Orem Dahl. 


Mrs. 
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HYPERPARATHYROIDISM WITH 
NEPHROLITHIASIS 


In 1891 von Recklinghausen described a con- 
dition of marked softening of bone with deform- 
ity, which he termed “osteitis fibrosa.” Askanazy, 
in 1904, was the first to associate generalized 
osteitis fibrosa with parathyroid tumor. In 1925 
Mandel and Uebelhoér noted improvement follow- 
ing resection of a parathyroid tumor in a case 
of osteitis fibrosa. During the last two years, 
Albright, Barney, Colby, Chute, Castleman, and 
others, have emphasized the association of hyper- 
parathyroidism and nephrolithiasis. Albright and 
Bloomberg (1934), in a review of eighty-three 
cases of hyperparathyroidism, noted that calculi 
were present in the kidney pelvis or calyces in 
twenty-three cases, and deposits of calcium in the 
renal tubules in seventeen cases. Of twenty-three 
cases of hyperparathyroidism at the Massachu- 
setts General Hospital proved by operation, fifteen 
had renal calculi and three others had calcium 
deposits in the renal tubules. It is important to 
note that eleven of the twenty-three patients were 
suspected of having parathyroid disease only be- 
cause of the renal calculi, and had no bone dis- 
ease. Only five patients had bone disease without 
renal disease. It appears, therefore, that renal 
lithiasis is a more frequent manifestation of hyper- 
parathyroidism than is bone disease. The report 


of Barney and Mintz (1934) suggests that per- 
haps 10 per cent or more of cases of renal calcu- 
lus are on the basis of hyperparathyroidism. 


Albright and Bloomberg (1934) reported that 


hyperparathyroidism is so frequent as a cause of 
the formation of stone in the urinary tract that 
it must be ruled out in every case of renal calcu- 
lus. Attention has accordingly been called to the 
importance of performing routine tests for serum 
calcium and serum phosphorus in cases of renal 
lithiasis. We have now made this a routine pro- 
cedure in all cases of renal calculus at the South- 
ern Pacific Hospital. A value of more than eleven 
milligrams per hundred cubic centimeters for the 
serum calcium and less than 3.5 milligrams for the 
serum phosphorus should always be an indication 
for investigation of the parathyroids. The skeletal 
changes in hyperparathyroidism are characterized 
by decalcification and, in some cases, multiple cyst 
formation. It is important to realize that renal 
lesions may occur without evidence of changes in 
the bones. The former are an index of the severity 
of the disease, and the latter an index of its dura- 
tion. The excessive excretion of calcium in the 
urine in hyperparathyroidism results in the forma- 
tion of calcium deposits in the renal tubules, or 
actual stone formation in the renal pelvis. Fre- 
quently many finely granular casts are found in 
the urine. The granules have been shown to con- 
tain calcium, probably calcium phosphate. These 
casts can be changed to hyalin casts as the acidity 
of the urine is increased. Their presence in large 
numbers is an indication that damage is being 
done to the renal parenchyma, and shrunken scle- 
rotic kidneys may be the end-result with a uremic 
death. In cases of very severe renal damage the 
blood phosphorus and calcium may approach nor- 
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mal, so that these f 
diagnosis. 

This was illustrated by a personal case, a 
woman, forty-two years of age, whose only com- 
plaint was rheumatism, chiefly affecting her knees. 
X-rays of her skeletal system exhibited marked 
generalized osteoporosis characteristic of hyper- 
parathy roidism, with cyst formation in the pelvic 
bones. A plain x-ray of the kidneys showed them 
to be much smaller than normal, with a stone in 
the left renal pelvis. The phenolsulphonephtha- 
lein excretion was practically nil in three hours. 
The blood urea was 271 milligrams per 100 cubic 
centimeters. The blood serum calcium was 10.1 
milligrams per 100 cubic centimeters, the blood 
serum phosphorus 2.83 milligrams per 100 cubic 
centimeters. The patient died three months later. 
In another patient at the Southern Pacific Hospi- 
tal, who came in on the urologic service because 
of renal colic due to calculi, the skeletal x-rays 
showed widespread decalcification with cyst for- 
mation in the maxilla. Urograms showed bilateral 
calcium deposits in the parenchyma of the kid- 
neys, with stones in the kidney pelves. He had 
previously required operation for stone obstruct- 
ing the left lower ureter. Total renal function 
was rather markedly impaired. His blood calcium 
varied from 15.2 to 19.3 milligrams, his blood 
phosphorus from 2.9 to 4.0 milligrams. A large 
parathyroid tumor, weighing 10.10 grams, was 
removed at operation. Failure of his blood cal- 
cium to return immediately to normal proved that 
probably not all of the hyperplastic parathyroid 
tissue had been removed. Before further surgical 
exploration of his neck he is being given a trial 
of x-ray treatment. 

As emphasized by Lahey and Haggart, we must 
all, particularly the orthopedist and urologist, be 
on the lookout for hyperparathyroidism in patients 
complaining of pain in the back or extremities, 
in patients with diffuse neuritis or arthritic pains 
made worse on motion, in patients with progres- 
sive loss in stature, in patients with cystic bone 
disease or with a pathologic tendency to fractures, 
and in patients with kidney stones. Many patients 
with hyperparathyroidism, who could be relieved 
of their condition by surgical removal of a para- 
thyroid adenoma, have in the past passed through 
our hands and probably are still passing, with 
their condition unrecognized. 

450 Sutter Street. 


factors are no longer of aid in 


Tuomas E. Gisson, 


Lioyp B. Crow, 
San Francisco. 


To live in the temper and spirit of a learner, open- 
minded, unwarped in judgment, free as far as light per- 
mits from delusions, eager to explore and inquire, quick 
to give up a confuted idea and so gain a higher outlook, 
striving steadily to improve and to grow—these are watch- 
words of a person who is striving to advance his intel- 
lectual life—Leon J. Richardson. 


. We do not yet sufficiently realize the truth that 
as, in this life of ours, the physical underlies the mental, 
the mental must not be developed at the expense of the 
physical. . . . —Herbert Spencer (1860). 
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ADDRESS OF THE PRESIDENT* t 


SIXTY-FIFTH ANNUAL SESSION OF THE 
CALIFORNIA MEDICAL ASSOCIATION 


By Rosert A. Peers, M.D. 
Colfax 


“The Swans, which are Fowls consecrated to Apollo, 
never chant but in the hour of their approaching Death, 
especially in the Meander Flood, which is a River that 
runneth along some of the Territories of Phrygia. This 
I say, because Elianus and Alexander Myndius write, that 
they had seen several Swans in other Places die, but 
never heard any of them sing or chant before their Death. 
However, it passeth for current, that the imminent Death 
of a Swan ts presaged by his foregoing Song, and that no 
Swan dieth until prealiably he have sung.” — Francois 
Rabelais. Third Book. Chapter XXI. 


, eae 


as. meeting marks the end of my term as 

president, and I wish at the very beginning of 
my address to express to the members of our 
organization my appreciation of the honor ex- 
tended me in electing me to the highest office 
within the gift of the Association. T have en- 


deavored to fill that office with fidelity and with 
dignity. 


It is not my purpose this morning to discuss 
any medical subject, although I realize that it is 
quite customary upon such occasions for the presi- 
dent of a medical association to confine his address 
to some medical topic in which he is particu- 
larly interested, or to some branch of medicine 
or surgery in which he has had special training or 
experience. A study of the splendid scientific pro- 
gram to be presented at this meeting, covering as 
it does discussions of nearly every branch of 
medical study, has persuaded me that my remarks 
could very well and very properly be directed 
toward consideration of other, but related matters 
of increasing interest to the medical practitioner. 
I refer to matters pertaining to organized medi- 
cine in California, and to the California Medical 
Association which, containing within its member- 
ship 831% per cent of the qualified registered phy- 


siclans in this state, is organized medicine in 
California. 


RECENT INCREASE IN MEMBERSHIP 


During the past year our Association has in- 
creased in membership. At the beginning of the 
year we had 5,400 members and were, in point 


* Read at the sixty-fifth annual session of the Cali- 
fornia Medical Association at Coronado, May 25-28, 1936 

7 Foreword.—At the beginning of my address I have 
placed, as a foreword, a quotation from a very distin- 
guished physician and humanist who was born in the 
latter part of the fifteenth century and lived until shortly 
after the middle of the sixteenth century. That he was 
a physician of attainment of that period and that he was 
versed in physiology and anatomy far beyond confréres 
of his time will readily be acknowledged by anyone who 
has read the fourth chapter of the third book of his best 
known work, wherein, among other things, it may be seen 
that he anticipated Harvey’s discovery of the secret of 
the circulation of the blood by at least one hundred years. 

In addition to his professional attainments, he was prob- 
ably the foremost classical scholar of his time. The quota- 
tion is from the twenty-first chapter of the third book of 
Francois Rabelais’ ‘‘The Lives, Heroic Deeds and Sayings 
of Gargantua and His Son Pantagruel.”’ The reason for 
the quotation is self-evident. 
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of membership, the fourth largest constituent state 
unit of the American Medical Association. While 
we are proud of this relatively strong position, 
we must not forget that there are still among the 
registered practicing physicians of California more 
than one thousand men and women eligible to 
membership who, as yet, are not included in our 
Association, and whom we should endeavor to 
enlist in the ranks of organized medicine. 


ASSOCIATION INTERLOCKS WITH CALIFORNIA’S 
CITIZENSHIP 


Any organization which, in a state of six million 
inhabitants, has 5,400 members, presumably must 
command great influence. When those 5,400 mem- 
bers consist of educated, cultured men and women, 
one would naturally conclude that such influence 
would be greater than that of another group of 
5,400 individuals lacking such cultural and edu- 
cational advantages. And when it is realized that 
to these 5,400 members are entrusted the health 
and well-being of perhaps millions of the people 
of the state, many hundreds of thousands of 
whom are registered voters who look to these 
members for guidance in matters pertaining to 
public and private health, one begins to realize the 
potential possibilities of that influence, if exerted 
en masse and solely for the good of and in the 
interests of society. Contemplating such mass 
action by a membership of such character and 
qualifications, one can readily envision the solu- 
tion of the problems that now confront organized 
medicine. 

The great difficulty is to secure mass action in 
a membership agreed among themselves as to the 
best measure of procedure. 


OFFICERS’ CONFERENCES WITH COMPONENT 
COUNTY SOCIETIES 


It has been with the hope of securing this una- 
nimity of action that your president and your 
secretary, supported by and accompanied by the 
other general officers and the members of the 
Council, have, during the past year, visited every 
section of our great state, and conferred person- 
ally with the officers and members of all the com- 
ponent county societies. As a result of these visits, 
much, we believe, has been accomplished in the 
welding together of our membership and in the 
crystallization of opinion as to policy and action. 
But there still remains much to be done. The 
membership needs continued instruction regarding 
the nature and democratic character of our organi- 
zational set-up, regarding the problems which con- 
front us, and regarding the best methods for their 
solution. We hope that the practice of state-wide 
visitation, so ably and so foresightedly inaugu- 
rated by our past president, Doctor Toland, and 
continued during the past year, will become an 
integral part of the duties of your officers in the 
years to come. If this is done, and every situation 
and activity within and without the Association 
clearly and frankly explained, the result will be 
a firmly moulded and well-organized unity of 
action which will make organized medicine the 
power for good in the state to which, by its train- 
ing, its experience and its numbers, it is entitled. 
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“CHANGING ORDER IN MEDICINE” 


Today we hear much of “the changing order 
of medicine.” It is true that medicine has ad- 
vanced in knowledge and in the possession of 
newer methods and newer equipment for diag- 
nosis and treatment. The advance in knowledge 
in the fields of physiology, biology, pathology and 
bacteriology, and in the therapeutics of medicine 
and the mechanics of surgery, and in every depart- 
ment of science allied to medicine, has been, in 
the past few decades, far beyond the dreams and 
hopes of the most optimistic members of the pro- 
fession of the nineteenth century. But the aims 
of medicine have not changed. The thoughts and 
efforts of the members of our profession are now, 
as they ever have been among all true disciples 
of Aesculapius, first and foremost the interest and 
welfare of the patient, the protection of the health 
and the cure of the ills of the people whom they 
serve. 

MEDICAL PROFESSION’S RECORD OF 
ALTRUISTIC SERVICE 


It has been the great advances in medical knowl- 
edge and the employment of auxiliary services, 
such as hospitalization, nursing services, and the 
introduction of and employment of so many new 
and relatively expensive diagnostic procedures, 
that has led to most of our troubles which, funda- 
mentally, are based upon economics. But with all 
the advance, the aim of the medical profession 
has been the same: To give to all the people at 
all times, irrespective of financial consideration, 
the best medical and surgical care that the circum- 
stances will permit. I have no patience with the 
statement, so often made in the past few years 
by proponents of various panaceas, that thousands 
of people have died because of the lack of proper 
medical care. It is not true. To the honor of the 
profession it can be said that, in good times and 
in bad, they have been ready and willing to give 
of their services freely and unselfishly to each and 
every sick or injured person. Nay, more; they 


have not only been willing to do this, they have 
done it. 


EFFECTS OF WORLD’S ECONOMIC DEPRESSION 
ON MEDICAL PRACTICE: SOME NEW 
DISEASES, 4 


Added to the increased cost of sicRness result- 
ing from the introduction of thg newef knowledge 
and of the increased utilization 6f (and I may 
say, demand for) the above mentioned auxiliaries 
to medical care, there has been imposed the longest 
and the most severe depression in many decades, 
a depression not confined to this country, but 
world-wide in extent. And with this depression 
have arisen, as history teaches us have always 
heretofore arisen in times of stress, proponents 
of panaceas and propounders of new philosophies. 
The body politic, social and_medical, with a high 
degree of immunity to socialistic and communistic 
fantasies, with a resistance built up by years of 
prosperity, has been so weakened by economic ills 
as to be in danger of succumbing to the micro- 
organisms of strange mental and philosophical 
disease, spread by propaganda in the form of 
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the printed and the spoken word, via the press, 
the platform, and the radio. These strange dis- 
eases include, among others, boondogglingitis, state 


totalitarianitis, prosperity by scarcititis. There 


‘have appeared also signs of neoplastic growths 
“of social medicine and of the political control of 


medicine. And there has been added to these in- 
oculations the morphinism of subsidies; not in 
millions, but in billions, weakening the moral and 
spiritual fiber of its victims. 

Following the inoculations of, or the grafting 
upon the body politic of these new diseases or of 
these tumorous masses, has come a change in the 
philosophy of a large proportion of the people 
of these United States. Where formerly we 
boasted of our individualism, of our reliance upon 
our Own courage and upon our own efforts, we 
find a tendency to look to and to lean upon govern- 
mental aid in all our activities. 


PROPAGANDA FOR STATE MEDICINE 
OPEN COUNTY HOSPITAL 


AND 


Wherein does this concern organized medicine ? 
The answer, to name only two items, is to be 
found in the demand for state medicine and in 
the increasing clamor for the opening of county 
hospitals to all taxpayers, irrespective of their 
ability to pay for private medical care and hospi- 
talization. It is not enough to say that these meas- 
ures concern largely the taxpayers, who will be 
forced to pay the price of these innovations. It 
is not enough to deplore these trends because they 
will, if consummated by legislation, affect the 
pocketbook of every citizen. It is up to us, as 
physicians, to protect the interests of our clients, 
the ill and the injured, whose health and well- 
being are at stake, if the nation, the state, or 


the county comes between the physician and his 
patient. 


In opposing these demands for Government aid 
to others than the indigent and the near indigent, 
organized medicine will be accused of self-interest 
and an attempt to fatten upon the misfortunes of 
the poor. No more untrue and unfounded charge 
could be made. One of the brightest jewels in the 
crown of the medical profession is the willingness 
of its members to extend ungrudgingly to every 
member of society, irrespectiv e of social or finan- 
cial status and irrespective of the hope of fee or 
reward, the best that medicine has to offer. 


TWO IMPORTANT OBLIGATIONS OF 


MEDICINE 


Nothing could better illustrate the attitude of 
organized medicine than the statement of the obli- 
gations of organized medicine as outlined by our 
secretary, Doctor Warnshuis, during our joint 
visits to the component county societies. On each - 
occasion Doctor Warnshuis emphasized these two 
important duties of organized medicine: 


ORGANIZED 


1. Its obligation to bring postgraduate avork to 
its members. 


2. To enlighten the public as to what scientific 
medicine has and holds for their benefit. 


Why this emphasis? Why should organized 
medicine wish to bring each of its members to 
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the highest degree of efficiency in the profession ? 
To enrich the members of the profession? No! 
Except as education enriches the mind and aids 
efficiency. The answer is, that the members may 
be better prepared and better qualified to give the 
best that medicine has to offer to every patient, 
rich or poor. 


Why should organized medicine enlighten the 
public? To increase the prosperity of the doctor? 
No! The answer is, in order that the public may 
have such knowledge as to enable its members 
to know where to seek proper medical advice and 
to enable them to escape the pitfalls of quackery 
and charlatinism. 


FORCES ANTAGONISTIC TO SCIENTIFIC 
MEDICINE 


3ut while organized medicine is thus engaged 
it must remember that, immersed in their humani- 
tarian interests, employing their time and talents 
in improving their efficiency, they are apt to for- 
get that they are assailed by forces from without 
busily engaged in undermining the foundations of 
their organization. The members of the medical 
profession must be politically minded if they 
would not wish to see medicine dominated and 
regulated by political appointees, and its prac- 
titioners relegated to the limbo of forgotten men. 
Medicine must come out of the cloister, not only 
every two years at the time of elections or during 
the meetings of the legislature, but must come out 
and stay out. We must continue, as heretofore, 
to work for every measure intended to promote 
and protect public and individual health, and to 
continue to oppose every measure whose enact- 
ment would jeopardize that health, and continue to 
protect professional standards against the assaults 
of cultists and other such groups. We must be pre- 
pared to offer some constructive measures for the 
solution of the increased cost of sickness, and the 
uneven distribution of sickness. It is not enough 
to say we oppose this or that measure which we 
know is not to the best interests of the public, 
no matter how appealing such measures may be 
made to the untrained or the unthinking mind. 
The best defense is an offense. Foch, at the first 
battle of the Marne, with his right in confusion 
and his left retiring, attacked with his center and 
changed the course of the Great War. Let us 
attack with our center, with some constructive 
measure that will help spread the cost of sickness 
over a great number, so that the few who must 
meet with the financial strain of sickness may be 
protected by a common fund. And let the control 
of such a fund and the administration of such 
a system be under the control of medicine, where 
it belongs, or with the representatives of organ- 
ized medicine rather than under the domination of 
a political body. 

To do these and the many other things with 
which medicine, against its wishes and often to 
its dismay, must cope, will require a united pro- 
fession and a full treasury. We will need the 
sinews of war. Will organized medicine present 
that united front and provide that treasury? 
These are two of the important issues organized 
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medicine must face. Upon the answers of organ- 
ized medicine will largely depend its fate and the 
fate of the public which it endeavors to protect. 


IN CONCLUSION 


I cannot close this address without adding two 
comments. First, I wish to refute an impression 
which has been bruited in certain quarters and 
which has gone abroad in the land. I refer to the 
impression had by some, including those directing 
the policy of certain newspapers and magazines, 
that organized medicine in California is on the 
verge of revolt against its parent body, the Ameri- 
can Medical Association. Medical men are trained 
thinkers and are, more or less, individualists. It 
is, therefore, not surprising that differences of 
opinion may arise, and have arisen, regarding the 
best methods for the solution of medical problems. 
Organized medicine in California is in close ac- 
cord with the officers and members of the Ameri- 
can Medical Association in their valiant efforts to 
uphold the standards of medicine and to prevent 
the exploitation of the profession and of the 
public. Any differences of opinion, such as have 
arisen, have been differences as to details and not 
as to fundamentals. These differences of opinion 
will be solved in a friendly codperative spirit 
through evolution and not by revolution. 

Second, I would repeat what I have said to 
every component county society: Read CaLiror- 
NIA AND WESTERN MEDICINE. It is your medical 
journal and it is the outstanding state journal of 
this country. Read it; acquaint yourself with the 
problems of organized medicine and of the manner 
in which your officers are trying to solve those 
problems. The time has arrived when, if you are 
to survive, you must be not only a good doctor, 
but also an informed and active member of organ- 
ized medicine. 

Colfax School for the Tuberculous. 


A RURAL CANCER CLINIC* 
By Wix1aM R. Dorr, M.D. 


Arlington 
Discussion by Charles A. Dukes, M.D., Oakland; 
Alson R. Kilgore, M.D., San Francisco; Clarence G. 


Toland, M.D., Los Angeles. 


NSTEAD of the above title, “A Rural Cancer 

Clinic,” it might be more appropriate to head 
this article, the “First Annual Report of the River- 
side County Cancer Study Group.” 


ORGANIZATION OF THE RIVERSIDE 
COUNTY GROUP 

In the summer of 1934 a small group of the 
medical staff of the Riverside County Hospital 
met and discussed the feasibility of establishing a 
cancer clinic at the hospital, and decided to ask 
Dr. J. M. Flude, western representative of the 
American Society for the Control of Cancer, to 
advise the group. Doctor Flude came to a meet- 
ing at the hospital on August 27, and was accom- 
panied by Dr. C. Hiram Weaver, chairman of the 
Cancer Clinic at the Hollywood Hospital, Holly- 
wood. 





* From the Riverside County Hospital. 
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Nine local doctors attended this meeting and 
received a large amount of information and many 
helpful suggestions from these men. After this 
meeting several of the Riverside men visited the 
cancer clinics at the Los Angeles County Hospital 
and the Hollywood Hospital; literature was ob- 
tained from the American College of Surgeons 
and also from the Cancer Committee of the Cali- 
fornia Medical Association, and the first meeting 
of the Riverside County Cancer Study Group was 
held on October 3, 1934. 

All of the doctors of the county were invited 
to attend this meeting, and twenty were present. 
Meetings have been held every week since the 
initial meeting, lasting one hour, from 12:30 to 
1:30, and all members of the medical profession 
are welcome to attend and to participate in the 
examination and discussion of cases. Our attend- 
ance has averaged fourteen at each meeting for 
this first year. 


DIVISION OF THE WORK 


The meetings are divided into three sections: 
first, business session ; second, study session ; third, 
clinical session. 

The business session at first consumed consider- 
able time at each meeting, but soon was reduced 
to a minimum. 

In instituting a study session, we frankly recog- 
nized that our “knowledge” of cancer might better 
be described as “ignorance,” especially when it 
came to carrying out principles of treatment as 
recognized today. We have attempted to remedy 
this by studies made of different types of cancer 
by different members of the group, by talks, 
demonstrations and discussions by the patholo- 
gists, by reports and discussions on various arti- 
cles read, and by all other means that have pre- 
sented themselves to us. 

The clinical session at each meeting is devoted 
to the study of new cases for diagnosis and recom- 
mendations relative to treatment; the presentation 
of old cases for further recommendations and to 
note the progress, and the presentation of speci- 
mens removed at operation or autopsy. 


RELATION TO THE RIVERSIDE COUNTY HOSPITAL 


All cases coming to the Riverside County Hos- 
pital or to the out-patient department that present 
any symptoms suspicious of cancer are automati- 
cally referred to the Group—in fact, we contem- 
plate changing the name of the Group to the 
Riverside County Tumor Study Group, so as to 
be sure to see all suspicious cases. 

At the start two handicaps presented them- 
selves: First, there was no radium available for 
treatment, and patients had to be sent to Los Ange- 
les, a distance of about fifty miles, for this treat- 
ment, and the prices charged soon demonstrated 
that the county would have to make other arrange- 
ments. The purchase of an adequate supply of 
radium, although undoubtedly the most economi- 
cal in the long run, could not be financed, but we 
have made very satisfactory arrangements for 
radium treatments with a physician who comes to 
the hospital. 
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Second, there was no x-ray machine in the 
county capable of giving deep therapy treatments. 
Since then two machines have been installed by 
the two radiologists practicing in this district, and 
we have made satisfactory arrangements with one 
of them for the care of county cases needing such 
treatment. 


CLINICAL MATERIAL DURING THE FIRST YEAR 


During the first year of the Riverside County 
Cancer Study Group, 119 cases have been handled 
in the clinic, and of this number sixty-eight cases 
have been definitely proved to be malignant. 

In trying to evaluate the work done during this 
first year, we cannot point to any scientific achiev e- 
ments that have been attained by the Group, either 
in diagnosis or treatment; nor at this time can we 
evaluate the benefits to the patients who have been 
treated, as the time under observation is too short 
to be of any conclusive value; nor can we attempt 
to summarize the benefits that have accrued to the 
different individual medical men who have at- 
tended the meetings, helped in the study of cases 
and entered into the discussions relative to diag- 
nosis and treatment. The fact, however, that so 
many of the medical men have an almost 100 per 
cent attendance clez arly demonstrates that they feel 
they are receiving real benefit from their associ- 
ation in the study of the cancer problem. At the 
end of another year we feel that we should begin 
to be able to point to more definite results. 


OBJECTIVES TO BE SOUGHT 

There are, however, three points that stand out 
in the first year’s work: First, the fact that sixty- 
eight definitely proved malignant cases have been 
found in a single year in a county hospital serving 
a population of about 85,000 has been rather start- 
ling to many of the medical men of this com- 
munity, and also to others who are interested in 
such matters. Second, the large percentage of far- 
advanced cases coming to the clinic, for which 
there is nothing that can be done except palliative 
measures. Third, the fact that several cases have 
been seen in which the primary treatment insti- 
tuted was not an adequate treatment, so that the 
possibility of ultimate cure was lost. 

The objectives of the Group up to the present 
time have been three in number 

1. To increase the knowledge of the individual 
members of the Group relative to the diagnosis 
and treatment of cancer. 

To diagnose and cure as many cases of 
cancer as possible among the patients applying to 
the county for care. 

3. To alleviate the suffering of the hopeless 
cases coming under the care of the hospital. 

In considering the above objectives, the ques- 
tion naturally arises as to whether at this time 
we should attempt to broaden the field of our work 
and add to our objectives by instituting a cam- 
paign to reath a larger percentage of the popu- 
lation. We feel, therefore, that at this time we 
might with profit consider the advisability of insti- 
tuting a program to educate the public of the 
county felative to the diagnosis and treatment of 
cancer, and the value of early recognition and 
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application of appropriate treatment. How might 
this be accomplished? Can we learn anything by 
studying the methods that have been used in 
controlling the different infectious diseases that 
formerly were so prevalent, but which now are 
practically under control? 

The knowledge of how to control smallpox, 
diphtheria, typhoid fever, tetanus, yellow fever, 
typhus fever, and rabies, is now so accurate and 
exact that the control of these diseases has today 
become entirely the function of the organized pub- 
lic health service of the country, and has been 
definitely accepted as a function of government to 
be paid for from tax funds. 

The magnitude of the problem involved in the 
control of tuberculosis has delayed the assump- 
tion of this burden by the taxpayers, but in recent 
years the results obtained by proper handling of 
cases have become so definite and encouraging that 
less and less is being done by private agencies and 
lay organizations with funds furnished by private 
individuals. Now a very large percentage of the 
curative work in tuberculosis is furnished in tax- 
supported institutions, and also the work of case 
finding and diagnosis is recognized as a public 
health problem and most of it is tax-supported. 
Research in tuberculosis control is, however, in 
the United States still a function or private enter- 
prise, and is not to any appreciable extent assumed 
by the government. Many European governments, 
on the other hand, are spending large sums of 
money on this phase of the work. 


IN CONCLUSION 


It would appear at this time that our position 
in the control of malignancy is in the same posi- 
tion that the control of tuberculosis was some 
twenty-five years ago. We have a glimmering of 
the underlying principles that must be adopted to 
control this disease, but how to get these princi- 
ples universally in use so that definite results may 
be obtained, is at this time decidedly obscure. It 
would appear that at this time the help of the gen- 
eral public must be obtained, and that the methods 
that have been used in furthering the control of 
tuberculosis are applicable to the control of cancer. 

In closing, may we quote a statement with 
which we are in full accord, made in a recent 
Bulletin of the American Society for the Control 
of Cancer: 

“Having built up a foundation of scientific and medical 
knowledge concerning the disease itself and the facilities 
for its treatment, the next step is clear. This consists in 
the establishment of local organizations which will as- 
sume the responsibility and expense of educating the laity 
to recognize signs and symptoms which may mean cancer 
and to report these signs and symptoms immediately for 
diagnosis and treatment.” 

Riverside County Hospital. 


DISCUSSION 


Cuartes A. Duxes, M.D. (426 Seventeenth Street, 
Oakland).—I approve of Doctor Dorr’s paper and in his 
effort to organize a cancer clinic. It can be done when 
men like Doctor Dorr take the responsibility, and make 
the sacrifice of time and money to carry on. 

The problem is a group one, and the general men can 
well care for many of the problems presented. Unless 
there can be as a part of the group a competent patholo- 
gist and radiologist, the clinic will not be complete. I am 
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convinced that all radiation should have the guiding hand 
of a well-trained physicist, as well as thorough clinical 
knowledge. 

_ The average number of cancer cases in the indigent sick 
is about the same as we have found in Alameda County. 

Publicity should be promoted through the Cancer Com- 
mission of the California Medical Association, and they 
at all times are ready to assist in this work. 

The American College of Surgeons is approving the 
establishment of cancer clinics in all large centers, both 
of diagnostic and treatment types. 

The solution of the problem of tuberculosis did not 
progress satisfactorily until the term “consumption” was 
dropped, and tuberculosis was used and understood by the 
layman. Is not the cancer problem analogous, and will 
not the great horror be lessened when we use “cancer 
clinic” and not try to subterfuge? 


® 


Atson R. Kircore, M. D. (490 Post Street, San Fran- 
cisco).—Doctor Dorr and the Riverside County Cancer 
Study Group are too modest in estimating their accom- 
plishments. Results of their year’s work are perfectly 
clear: The size of the local cancer problem has been 
demonstrated ; treatment facilities have been provided that 
did not exist before, and the group of doctors are edu- 
cating themselves in cancer diagnosis and treatment in a 
practical and effective way. An excellent example are the 
train of results which inevitably flow from the group 
method of cancer attack. 


CLARENCE G. ToLanp, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—Cancer institutes and cancer clinics have 
existed for some years in the urban centers, but their 
influence has not appreciably penetrated beyond the metro- 
politan areas. The more recently organized cancer-study 
groups in the rural districts have contributed greatly to 
bridging this gap. 

The Riverside County group, and in fact all rural 
groups, certainly function under material handicaps; and 
great credit is due these men who tolerate inconvenience 
and, in spite of inadequate equipment, persist in maintain- 
ing an efficient effective organization for cancer control. 

Group opinion in cases with malignancy is obviously 
of great immediate value to the unfortunates who present 
themselves for examination. Unquestionably, they receive 
diagnostic service and advice concerning therapy superior 
to that rendered by their individual doctor. This fact 
alone more than justifies the existence of the cancer 
clinics, and makes the efforts of the group members worth 
while. It is this concern for his own welfare that directs 
the patient to the group. It is doubtful if his interest 
extends beyond to the broader, more important, greater 
educational benefits that are rendered by these groups to 
their community, and to cancer patients as a whole. 

Progress in the campaign effectively to reduce the mor- 
tality and suffering from cancer is materially stimulated 
by the presence of cancer clinics in the smaller communi- 
ties. The members of these groups are to be highly 
commended for the enthusiasm and codperative spirit dis- 
played in these centers. May the success of the Riverside 
County Cancer Clinic encourage the establishment of 
cancer-control organizations in other less fortunate rural 
districts ! a 


Dr. Dorr (Closing)—It may be of interest to append 
here a summary of work of the Riverside County Study 
Group: 

Summary of Work 


Riverside County Cancer Study Group for Year Ending 
September 30, 1935 
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Diagnosed nonmalignant 52 
Diagnosed malignant ................... 67 
TE 
Clinically ....... nae 
Classification: 
oa Sn scanid ats saelcsaigeeshonintseseiaconoeenise 5 
Carcinoma ............... 59 
All others .... 3 





BI IIIIIE sass oucaceesinsavinseccstosess ones ekeseecdeudbneaibosuaseanag 67 




















June, 1936 


Locations: 


Skin—Face .......................- 
Extremities 


to 


Mouth .. 

Pelvis ........... 

Abdomen—G 
Liver ... 


ray 


Prostate ? 
Chest—Lung .................. 
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Slams 


Treatments: 


Surgery ........ 
Cautery . 

X-ray 

I osascsccascsenne 
Palliative 


Miscellaneous Statistics: 


Oldest patient ...................... : 
Youngest patient ................ 
Average age 

Number of deaths 
Number with metastases 


ACUTE PERFORATION OF PEPTIC ULCER* 


AN EVALUATION OF DIAGNOSTIC SYMPTOMS 
AND SIGNS 


By Harotp Lrncotn Tuompson, M.D. 
Los Angeles 


Discussion by Wayland A. Morrison, M. D., Los Ange- 
les; Edmund Butler, M.D., San Francisco; E. Eric Lar- 
son, M. D., Los Angeles. 


"THE typical case of acute perforation of peptic 

ulcer, which is seen early in its course and is 
complete with a history of previous dyspepsia, 
characteristic symptoms and classical physical 
signs, does not present an extremely difficult diag- 
nostic problem. In fact, the diagnosis in typical 
cases is so easy that a mistake is usually the result 
of inexperience, haste or oversight on the part 
of the physician. Despite the ease with which the 
diagnosis may be made in typical cases, there is 
a varying proportion of cases which in one or 
more respects are atypical, and in these the estab- 
lishment of a working diagnosis is exceedingly 
difficult. Published figures on the diagnostic error 
in acute perforation of peptic ulcer indicate that, 
on the whole, diagnosis is improving with experi- 
ence in this condition. For example, the error in 
diagnosis in the series collected by Moynihan * 
in 1901 was as high as 36.7 per cent, whereas in 
the group published by Poole and Dineen ? in 1922 
it was only 11.8 per cent. Accumulated experi- 
ence, moreover, has enabled us to classify the cases 
of acute perforation of peptic ulcer on the basis 
of clinical course into several fairly easily recog- 
nized groups. The largest group is comprised of 
the so-called typical cases. There does not appear 
to be any definite knowledge, however, concern- 
ing the size of this group or a consensus of opinion 
on how large a proportion of cases compose the 
atypical group. In view of the difficulty in diag- 
nosis in a proportion of cases which generally is 


* From the Department of Surgery of the University of 
Southern California Medical School. 


Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-fourth annual 
session, Yosemite National Park, May 13-16, 1935. 
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acknowledged to be considerable, this clinical study 
was undertaken in an effort to determine the rela- 
tive values of the several subjective symptoms and 
physical signs which are diagnostic of acute perfo- 
ration of peptic ulcer. 


CLINICAL MATERIAL FOR THIS STUDY 


This study was made from the clinical records 
of five hundred cases of peptic ulcer, complicated 
by perforation, in which the clinical features were 
of the acute form. The important clinical features 
have been evaluated and interpreted in terms of 
the percentage of cases in which each feature was 
present. The analysis discloses that the atypical 
cases vary not only with respect to clinical course, 
but also with respect to important diagnostic 
symptoms and signs. That is to say, in addition 
to the groups which are recognized on the basis 
of clinical course, there is a remaining group con- 
sisting of cases which, in one or more particulars, 
do not conform to any group now recognized, and 
in which, therefore, the diagnosis is especially 
difficult. 


SO-CALLED CLASSICAL CASE OF ACUTE 
PERFORATION 


In the so-called classical case of acute perfo- 
ration of peptic ulcer the history reveals that for 
some time the patient has been more or less dis- 
abled by a characteristic type of recurring dys- 
pepsia. Then suddenly and unexpectedly he is 
stricken with epigastric pain so severe that it seems 
beyond endurance. On examination, soon after 
the onset of pain, the patient’s face is pale and 
moist with perspiration, while his features clearly 
express his suffering ; whereas the respiratory rate 
is rapid, the pulse is retarded, and the tempera- 
ture is subnormal. The abdomen is tender through- 
out. The abdominal muscles are extremely tense, 
and on palpation they manifest a peculiar quality 
of rigidity which has been described as board- 
like. After the pain has persisted for a brief 
interval, a general condition of prostration, closely 
resembling shock, supervenes. Unless relieved by 
massive doses of morphin or by anesthesia and 
surgical intervention, this clinical picture persists 
without remission until, after a few hours, the 
features of diffuse peritonitis appear. Following 
the supervention of this untoward sequel, death 
follows in a few days. 


METHOD OF STUDY IN THIS ANALYSIS 


This study was conducted on the clinical rec- 
ords of the cases of gastric and duodenal ulcer, 
complicated by perforation, which were observed 
at the Los Angeles County General Hospital be- 
tween September 9, 1921, and June 30, 1934. 
During this period, five hundred patients were ob- 
served in whom the clinical features were mani- 
fest in the acute form. In 98.2 per cent of the 
patients the diagnosis of perforated peptic ulcer 
was confirmed either by operation or by autopsy. 
Included in the study are nine cases, comprising 
1.8 per cent of the total number, in which the 
history and physical findings were so typical as to 
exclude all reasonable doubt concerning the clini- 
cal diagnosis. On the other hand, patients neither 


























Cuart 1.—Chart Containing Important Data Con- 
cerning the History of Ulcer Type of Dyspepsia. 
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Cuart 3.—Chart Containing Significant Features 
Regarding wengenmere, Pelee and Respivations. 




















HISTORY OF ULCER DYSPEPSIA 
As Recorded in 419 Cases 





Percentage 
History of Cases 
of ulcer given ~ wee 

of ulcer denied 


History 
History 


operated upon nor examined postmortem, in whom 
there existed any question regarding the authen- 
ticity of the clinical diagnosis, were not included 
in this study. Most of the patients were seen by 
a referring physician before admission to the 
hospital. After admission they were seen by three 
or more physicians on the hospital staff, including 
the admitting physician, one or more house phy- 
sicians and the consulting physician or surgeon, all 
of whose observations are included in the clinical 
records. The important diagnostic features ob- 
tained from the clinical notes on each case were 
tabulated for study with respect to four or more 
points of interest, namely, (1) whether or not 
the clinical feature was mentioned in the case 
record, if mentioned (2) whether it was present 
or (3) whether it was absent, and (4) the degree 
in which it was manifest when first noted by a 
practicing physician. From the data compiled in 
this manner, it has been possible to evaluate on a 
percentage basis the features of diagnostic im- 
portance which are encountered in acute perfo- 
ration of peptic ulcer. 


RESULTS 
History of Ulcer Type of Dyspepsia.— The 


clinical notes in the majority of the cases in this 
series indicate that inquiry was made into the past 


Cuart 2.—Chart Containing Data Concerning the 
Significant Features of Primary and Referred Pain. 








PRIMARY PAIN 
(Onset of Pain as Recorded in 455 Cases) 
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(Degree of Pain as Recorded in 481 Cases) 
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(Location of Pain as Recorded in 476 Cases) 
Percentage 


Location of Cases 


Upper abdomen ...... 
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Mid-abdomen 








REFERRED PAIN 
(Region to Which Pain Was Referred as Record d 
in 128 Cases) 
Percentage 


Region of Cases 
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TEMPERATURE, PULSE AND RESPIRATION 
As Recorded in 469 Cases 
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history of the patient for the purpose of deter- 
mining the preexistence of dyspepsia of the so- 
called ulcer type (Chart 1). Vague, indefinite or 
atypical symptoms of dyspepsia were not classed 
as belonging to the ulcer type. On the contrary, 
in this study, in order to be accepted as typical 
of ulcer, it was required that the distress answer 
the established criteria with respect to location, 
relation to meals, relief and periodicity, which 
are characteristic of peptic ulcer. On this basis 
the patient was questioned concerning ulcer symp- 
toms in 419 cases. It was found that in these 
cases typical ulcer symptoms had preceded acute 
perforation of the ulcer in 76.1 per cent. Ulcer 
symptoms did not precede perforation in 23.8 per 
cent of cases. 
















Pain.—The character of the onset of pain was 
recorded in 455 cases (Chart 2). The onset was 
described as sudden in 92.3 per cent of cases. 
From the reports in 481 cases in which the degree 
of pain was recorded, it was found to be intense 
in 79.8 per cent, moderate in 17.4 per cent, and 
mild in 2.7 per cent. The location of the primary 
pain was recorded in 476 cases. It was situated 
in the upper abdomen in the largest proportion of 
cases, namely, 58.4 per cent. In the next largest 
group, comprising 27.5 per cent of cases, it was 
distributed generally throughout the abdomen. In 
12.1 per cent pain was localized in the lower ab- 
domen, and in the remaining 1.8 per cent, in the 
mid-abdomen. 


Pain referred to distant regions of the body 
was reported in 128 cases (Chart 2). It was re- 
ferred to one or both shoulders in 89.8 per cent, 
and to the back in 10.1 per cent, but it was not 
referred to the thorax in any of the cases. 


Temperature, Pulse, and Respirations.—The de- 
gree of the temperature and the rates of the pulse 
and respiration of the patients on admission to 
the hospital were recorded in 469 cases (Chart 3). 
The temperature was normal or subnormal in 68.6 
per cent of cases, whereas fever was present in 
but 31.3 per cent. Normal or subnormal pulse 
rate was present in 74.8 per cent of cases, whereas 
rapid pulse rate was present in only 25.1 per cent. 
In contrast to these, the respiratory rate was ac- 
celerated in 62.3 per cent of cases. 
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CuHart 4.—Chart Containing, for Comparison, 
Important Data Concerning the Existence of Shock 
as Determined by the General Appearance of the 
Patients, and by Blood Pressure Readings. 








SHOCK 
Based on the Appearance of the Patients 
As Recorded in 92 Cases 
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Percentage 
of Shock 


of Cases 








Present .......... Da a a rr eran 
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Determined by Blood Pressure Readings 
As Recorded in 364 Cases 


Percentage 


Blood Pressure of Cases 


Subnormal (shock) ......... 
Normal or above 


Shock.—In the literature, as well as in clinical 
records, shock frequently is mentioned as a promi- 
nent feature in acute perforation of peptic ulcer. 
The term usually is employed loosely to describe 
the general appearance of the patient whose skin 
is pale, moist and cold, without special reference 
to the patient’s blood pressure. In order to illus- 
trate the discrepancy between the loose and the 
strict use of the term “shock,” a comparison was 
made between the number of cases in which, on 
the basis of appearance, it was recorded as present, 
and the number in which it was found to be 
present, on the basis of blood pressure determi- 
nations. Employed in the loose sense, shock was 
mentioned in the records of ninety-two cases 
(Chart 4). In 72.8 per cent of these cases it was 
recorded as present. The blood pressure was 
taken on admission in 364 cases. It was found to 
be normal or above in 80.7 per cent of cases, and 
subnormal in but 19.2 per cent. These results 
indicate, therefore, that when shock is said to be 
present in a given case of acute perforation of 
peptic ulcer, it must not be accepted as being 
present until the criteria by which it was deter- 
mined are scrutinized. 


Abdominal Rigidity—The degree of rigidity of 
the abdominal muscles was noted in 449 cases 
(Chart 5). In 69.3 per cent it was described as 
of extreme degree. Moderate rigidity was present 
in 23.4 per cent, and slight rigidity in 7.1 per cent 
of the cases. 


Liver Dullness.— Mention of examination of 
the thorax and abdomen for modifications in the 
normal area of liver dullness was made in 147 
cases in this study (Chart 5). Absence or dimi- 
nution of liver dullness was detected, however, in 
only 25.1 per cent of the cases in which it was 
mentioned. 

Leukocyte Count.—The leukocyte count of the 
blood was recorded in 345 cases in this series 
(Chart 6). The count was high in 84.3 per cent 
of cases, and normal or low in 15.6 per cent. 


Intraperitoneal Air.—While it is of consider- 
able confirmatory value in the diagnosis of perfo- 
rated hollow viscus, roentgenologic examination 
of the abdomen, for free intraperitoneal air, was 
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Cuart 5.—Charts Containing Essential Data Con- 
cerning the Rigidity of the Abdominal Wall and the 
Modifications of Liver Dullness. 
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RIGIDITY OF ABDOMINAL WALL 
As Recorded in 449 Cases 
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MODIFICATIONS IN LIVER DULLNESS 
As Recorded in 147 Cases 


Percentage 
of Cases 


Liver Dullness 


Diminished or absent .. 
Unmodified ... 


conducted in a very small proportion of cases in 
this series (Chart 6). Of the thirty-five cases in 
which it was performed it was present in 42.8 per 
cent. 


COM MENT 


In this paper the effort has been made to ascer- 
tain the broad clinical features of diagnostic im- 
portance in acute perforation of peptic ulcer, and 
to determine their relative value. The classifica- 
tion of cases, with respect to type, stage or degree 
of severity, must be deferred for a later com- 
munication. 


History of Ulcer Type of Dyspepsia. — This 
study has revealed the proportion of cases in 
which prior to perforation dyspepsia of the ulcer 
type existed. Its presence in 76.1 per cent of 
cases indicates that it is available as a diagnostic 
aid in three out of four cases, provided question- 
ing of the patient is pursued with regard to situ- 
ation, relation to meals, relievability and_peri- 
odicity of distress sufficiently to differentiate it 
from other types of dyspepsia. This figure is large 
enough to emphasize its importance as a clue in 
diagnosis. On the other hand, its absence in a 
proportion of cases as great as one in four, is 
sufficient to impress one with the fact that in the 
presence of other convincing symptoms perfora- 
tion cannot be excluded in a given case simply 
because a history of ulcer dyspepsia is lacking. 

Pain.—The present study confirms the prevail- 
ing impression that pain is the most important, 
as well as the most prominent symptom in acute 


Cuart 6.—Charts Containing Data Concerning the 
Significant Laboratory Findings. 
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perforation of peptic ulcer. The fact that one or 
more features of the pain were mentioned, in so 
large a proportion as 96.2 per cent of cases, is 
in itself significant of its importance. While the 
onset, location, degree, and region of reference 
are four important characteristics of the pain, the 
study indicates that the features which chiefly dis- 
tinguish the pain in perforated ulcer, from that 
produced by other causes, are the suddenness of 
the onset and the intensity of the degree. Whereas, 
in a few instances, the onset of pain is heralded 
by minor premonitory symptoms, in 92.3 per cent 
of cases the onset is so sudden and occurs with 
so little warning, that the patient, prior to the ap- 
pearance of pain, considers himself in usual health 
and continues to occupy himself with his normal 
activities. Common terms which patients use in 
describing the quality of the pain are bursting, 
cutting or piercing, while they characterize it as 
terrible, agonizing or intolerable in degree. In 
addition, the study discloses that the location of 
the pain is never pelvic; that in a small percentage 
of cases it is mid-abdominal, in a somewhat larger 
proportion of cases it is lower-abdominal, and in 
a still larger proportion it is general throughout 
the abdomen, whereas, in the largest percentage, 
it is upper-abdominal or epigastric. Rarely pain 
is referred to the back, but the study discloses 
that when referred pain is present it is referred 
to the shoulders in 89.8 per cent of cases. These 
are points to be borne in mind in differentiating 
perforated ulcer from acute appendicitis, chole- 
cystitis or cholelythiasis. Thus a study of the 
characteristics of the pain is a valuable aid in 
differentiating the diseases which are most com- 
monly confused with perforated peptic ulcer. 


Temperature, Pulse, and Respiration—The re- 
actions of the temperature of the body, the pulse 
and respiration to acute perforation of peptic ulcer 
are perhaps the most deceiving of any of the clini- 
cal signs. Acute appendicitis, in contradistinction, 
usually is associated with slightly elevated tempera- 
ture and pulse rate, but not necessarily an increase 
in respiratory rate. After the appearance of exten- 
sive peritonitis as a complication of perforation, 
the reactions typical of some of the other acute 
intra-abdominal conditions are manifest. Accord- 
ing to the results of this study, if the physician 
were to defer his diagnosis of acute perforation 
until the type of reaction appears which is seen in 
other acute conditions within the abdomen, either 
he would be in error in from 62 to 75 per cent of 
cases, or he would be responsible directly for un- 
necessary delay in the application of treatment. 


Shock.—In the early stage of acute perforation 
of peptic ulcer many of the superficial features 
noted closely resemble shock. These features in- 
clude pallor, cold, moist skin and subnormal 
temperature. Whereas these features usually are 
present in shock, they are not the important cri- 
teria of the existence of that condition. As is well 
known, surgical shock is essentially a condition 
of subnormal peripheral circulation, the chief in- 
dex of which is low blood pressure. As the 
present study indicates, surgical shock per se is 
not present in the early stages of acute perfo- 
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ration of peptic ulcer. In complicating general 
peritonitis, however, the supervention of surgical 
shock takes place as a late condition of the utmost 
gravity. 

The features which are misleading in regard to 
the presence of shock may be explained on a 
different basis from that which obtains in surgical 
shock. Owing to the absence of diaphragmatic 
and abdominal breathing, and notwithstanding the 
compensatory rapid rate of thoracic respiration, 
the pallor or livid color of the skin is a direct 
result of incomplete aeration of the blood. Thus 
in acute perforation of peptic ulcer the pallor is 
respiratory, whereas in surgical shock it is circu- 
latory. The subnormal temperature of the body 
results from the cooling effect of the excessive 
perspiration. In early acute perforation an in- 
crease in metabolism, with its increased genera- 
tion of heat, is not present. Since evaporation is 
a cooling physical process, and since there is no 
increase in body heat, the temperature of the body 
necessarily must fall below normal. In these cases, 
therefore, excessive perspiration does not have the 
usual heat regulating significance which obtains in 
the normal physiologic state. Rapid pulse, which 
is a prominent feature of surgical shock, by con- 
trast is shown through this study not to be present 
in typical early acute perforation. 


These important facts are borne out despite 
the inclusion in this study of cases in the late 
stages of general peritonitis, An investigation 
of shock was included in order to emphasize the 
fact that, with reference to acute perforation of 
peptic ulcer, the term is commonly misused. From 
the results of this phase of the study, the dis- 
tinction is clearly drawn between shock, as the 
term is applied loosely to the general appearance 
of the patient, and as it is properly used according 
to established clinical criteria. 


Abdominal Rigidity—The most striking obser- 
vation to be made on physical examination of the 
patient with acute perforation of peptic ulcer is 
the rigidity which is manifest by the abdominal 
wall. Everywhere the muscles are characteristi- 
cally firm and nonresilient. The resistance which 
they offer to the palpating hand is of a peculiar 
wood-like firmness, hence the application of the 
descriptive term “board-like.” This taut condition 
of the muscles is involuntary, unremitting, and 
obstinate. It does not relax with the respiratory 
movements because, as pointed out above, respira- 
tion is exclusively thoracic. 


Liver Dullness—A sign, which occasionally is 
to be found on examination, is diminution or 
obliteration of the normal liver dullness. The 
objection has been raised that, when present, this 
sign is not pathognomonic of perforated ulcer. 
However, since the normal dullness of the right 
lobe of the liver is constant and easy to determine, 
any marked modification in it should be a helpful 
diagnostic aid. The modifications in liver dullness 
are caused by the escape of air into the peritoneal 
cavity. On rising to the dome of the diaphragm, 
the air forms a typmanitic layer between the liver . 
and the body wall. If this sign were looked for 
in every patient with a suspected perforated peptic 
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ulcer, probably it would be found in only a small 
proportion of cases, It is, nevertheless, a valuable 
confirmatory diagnostic sign when present. 


Laboratory Findings—Whereas in the past the 
leukocyte count was relied upon greatly in the 
diagnosis of acute conditions in the abdomen, it 
currently is believed to be of less value because 
the information which it yields is not specific for 
any given disease. Provided coexisting causes of 
leukocytosis can be ruled out in a given case, the 
leukocyte count may be of value in differentiating 
noninfectious conditions, such as tabetic crisis or 
renal colic. 


Free intraperitoneal air, demonstrable by x-ray, 
like diminution of normal liver dullness, while not 
pathognomonic of perforated peptic ulcer, is a 
valuable sign when present, and when the question 
of differentiating perforation of hollow viscus 
from other causes does not exist. 


SUMMARY AND CONCLUSIONS 


In the present analysis of the subjective symp- 
toms and physical signs recorded in five hundred 
cases of perforation of peptic ulcer observed in 
the acute stages, the clinical features are found 
to fall into two general groups: first, those which 
are of primary diagnostic importance, and second, 
those which are of secondary or confirmatory 
value in diagnosis. The features of the first group 
are found to have been deemed worthy of record 
at the time the clinical notes were made in ap- 
proximately 90 per cent of cases. The features 
are, in the order of their value, sudden pain, severe 
pain, a history regarding preéxistence of ulcer type 
of dyspepsia, and extreme rigidity of the ab- 
dominal musculature (Chart 7). When it is re- 
vealed, moreover, that the positive or significant 
aspects of these features were observed in ap- 
proximately 70 per cent of cases, their importance 
is enhanced. 

The features of the group of symptoms of sec- 
ondary or confirmatory value were recorded in 
percentages of cases ranging from 7.0 to 93.8 per 
cent. In the order of their value, these features 
are: pain referred to the shoulder, leukocytosis, 
normal or subnormal temperature and_ pulse, 
roentgenologic evidence of free intraperitoneal air, 
and modified liver dullness. The fact that these 
are positive or otherwise significant in as high as 
89.8 per cent of cases—as, for example, pain re- 
ferred to the shoulder—is indicative of their im- 
portance as confirmatory features. On the other 
hand, the fact that a confirmatory sign is present 
in only 25.1 per cent of cases—as, for example, 
diminished liver dullness—does not detract from 
its importance when it is present. 


On recapitulation, it may be said that there 
exists, in cases of acute perforation of peptic 
ulcer, a clinical picture which is typical and charac- 
teristic. In nearly 90 per cent of cases the history, 
pain and rigidity of abdominal muscles are worthy 
of note. In nearly 70 per cent of cases these 
features are positive or, in addition, are manifest 
in so marked a degree as to be of primary diag- 
nostic significance. Not to be overlooked, how- 
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Cuart 7.—Charts Containing Data Concerning 
Primary and Secondary Diagnostic Features. The 
Left Column Contains the Significant Aspects of the 
Diagnostic Symptoms and Signs. The Middle Col- 
umn Contains the Number and Percentage of Cases 
in Which Notes Regarding the Symptoms or Signs 
Were made in the Records. The Right Column Con- 
tains the Percentage of Cases in Which the Feature 
Was Present. 
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CONFIRMATORY DIAGNOSTIC FEATURES 


Referred pain 128 89.8 


Leukocytosis.. 345 $4.3. 


Temperature 
and Pulse: 
Normal or 


68.6 to 
subnormal 


74.8 


Intraperito- 
neal air 42.8 


Liver dullness 25.1 


ever, is a second fact disclosed by this study, 
namely, that none of the individual primary or 
secondary symptoms or signs are present in 100 
per cent of cases. Ina single given case, therefore, 
it theoretically is possible for the clinical picture 
to be composed entirely of symptoms and signs 
which, statistically, are of rare occurrence. A com- 
posite clinical picture of such a case would be not 
unlike the average case of acute appendicitis which, 
as has been suggested, is the condition most com- 
monly confused with acute perforation of peptic 
ulcer. It is apparent, therefore, that in the diag- 
nosis of acute conditions within the abdomen, 
acute perforation of peptic ulcer always must be 
considered as a possibility, so that operative pro- 
cedure can be planned in such a way as to enable 
the surgeon to deal with it in case it is found to 
be present. 
1930 Wilshire Boulevard. 
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DISCUSSION 


WayLanp A. Morrison, M. D. (523 West Sixth Street, 
Los Angeles).—A statistical study of a large number of 
cases, such as Doctor Thompson has described, is of prime 
importance and can only be obtained in a large general 
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hospital. This aptly illustrates the importance of careful 
history notes even in cases of severe emergencies. 

The clinical picture of ruptured ulcer is usually, as he 
has shown, fairly diagnostic. There are cases, however, 
which simulate other acute conditions. At autopsy in these 
cases, it is not uncommon to find that death was caused 
by peritonitis from ruptured peptic ulcer and that the 
secondarily inflamed appendix had been removed because 
it was thought to be the origin of the peritonitis. It be- 
hooves the surgeon, therefore, to make an incision which 
provides adequate exposure and which can be enlarged 
easily. In my opinion, small, muscle-splitting incisions 
should never be used in the so-called “acute abdomen.” 

Doctor Thompson states that almost 24 per cent of this 
series did not give a previous history of ulcer. In my own 
series, I believe this per cent is much higher. It is appar- 
ently the acute, fulminating ulcer that perforates. 

Another condition which occasionally gives the same 
typical picture Doctor Thompson described, and which 
should be kept in mind, is an atypical case of coronary 
thrombosis. It is a patient of this type who will sometimes 
die on the operating table before or during the operation. 

Statistical studies of this type, especially in the larger 
institutions, should be encouraged. The data are accurate, 
educational, and of great aid in the proper diagnosis of 
future cases. 

*% 


EpmMuNp Butter, M. D. (490 Post Street, San Fran- 
cisco).—Doctor Thompson has presented a carefully pre- 
pared paper and has accurately evaluated the symptoms. 
The percentages given, I feel, will hold in any series of 
cases where peptic ulcer has the general characteristics, as 
is found in this part of the world. The extensive indurate | 
type of peptic ulcer frequently occurring in Central Europe 
may give different symptom percentages. 

Those of us who are more or less familiar with the intra- 
abdominal catastrophies hope always to keep mindful of the 
bizarre picture resulting from a perforation of a chronic 
peptic ulcer when many adhesions are present. The typical 
picture of perforated peptic ulcer seldom fails to create 
anxiety on the part of all concerned. There is often a feel- 
ing of well-being by the patient, with beginning septic 
peritonitis, occurring four to six hours after perforation. 
This period is marked by the greatest dilution of escaped 
gastric contents by a profuse peritoneal exudation. This 
apparent improvement is often misleading to the physician. 

Some arrangement should be made for giving a greater 
number of doctors and medical students the opportunity to 
observe and examine acutely ill patients of this type. So 
often these patients enter the county hospital late at night, 
and only the interne and the resident on the service are 
privileged to examine and diagnosticate. 

I have often stressed the taking of an upright film in all 
patients presenting an intra-abdominal catastrophy. Not in- 
frequently free air is discovered, and leads to a diagnosis 
of a perforated ulcer where, up to that time, an ulcer had 
not been suspected. Free air is present in a variable number 
of cases, possibly 65 per cent, but is a positive finding, and 
precludes watchful waiting and prolonged discussion. 


ne 


E. Eric Larson, M. D. (1930 Wilshire Boulevard, Los 
Angeles).—The essayist has done a large amount of work 
in gathering statistics relative to the more accurate diag- 
nosis of acute perforation of peptic ulcer, a complication 
that, without question, demands immediate and accurate 
diagnosis and no delay in surgical interference. 

The primary diagnostic features are those of sudden 
severe pain, with an unmistakable rigidity of the abdominal 
muscles; and in 76 per cent of cases an antecedent history 
of peptic ulcer, as shown by Doctor Thompson. There are 
several intra-abdominal catastrophes to which these cardi- 
nal symptoms are prominently attached. Some instances of 
ruptured appendicitis and the bite of the Latrodectus 
mactans spider, as well as acute perforation of the eall- 
bladder with choleperitoneum, must be differentiated from 
this condition. 

Doctor Thompson has compiled statistics relative to the 
confirmatory diagnostic features, which, if rigidly studied 
and studiously applied, eliminates the factor of error in the 
diagnosis in a very high percentage of cases. The leuko- 
cytosis, which in 84.3 per cent of cases, as Doctor Thomp- 
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son’s statistics show is high, and the referred pain spoken 
of in the essay with the x-ray evidence of intraperitoneal 
air bubble, should all assist in making a proper diagnosis. 


*& 


Doctor THompson (Closing).—In the light of their 
clinical experience, the observations made by the discussers 
of this paper emphasize the practical value of certain sta- 
tistical findings of this report. As is well known, a matter 
of frequent comment among surgeons who deal with these 
cases is that a considerable number of acute perforations 
occur in patients who do not give a history of previous 
ulcer symptoms. Prior to making this study, my own im- 
pression, to the effect that this situation obtained in more 
than 24 per cent of cases, was in agreement with that ex- 
pressed by Doctor Morrison. It is very illuminating, there- 
fore, to ascertain from this study that a history not merely 
of dyspepsia, but of dyspepsia possessing the location, 
relaticn to meals, periodicity, and relievability, which is 
characteristic of peptic ulcer, was obtained in so large a 
number as 76 per cent of cases. 

Doctor Butler’s remark regarding the value of intra- 
peritoneal air im diagnosis also is well taken. I regret that 
this valuable diagnostic sign was not utilized in more than 
thirty-five cases in this study. However, it is significant 
that it was positive in 43 per cent of the cases in which it 
was used. Doctor Morrison’s mention of coronary throm- 
bosis and Doctor Larson’s reminder that perforative ap- 
pendicitis, poisoning from the bite of the black widow 
spider, and perforation of the gall-bladder with chole- 
peritoneum should not be overlooked in differential diag- 
nosis, are all valuable additions to this paper. 


THE TRAUMATIC STATE* 


By Epmunp Butter, M.D. 
San Francisco 


Discussion by Alanson Weeks, M.D., and G. D. Delprat, 
M.D., San Francisco; H. S. Chapman, M.D., Stockton. 


URING the last fiscal year, 67,048 patients 

were treated in the San Francisco Emergency 
Hospitals, 47,376 of these being surgical. Of the 
entire group, 13.7 per cent were classified as hav- 
ing extensive and severe injuries. The complete 
diagnosis in cases of multiple injuries is very diffi- 
cult. The injury that for a time does not give 
recognizable symptoms, or in which symptoms 
may have been overshadowed by the more re- 
markable symptoms of the other injuries, may 
cause the patient’s death. Because of the multi- 
plicity of injuries, it becomes necessary for trau- 
matic surgeons to know something about head 
injuries, thoracic injuries, abdominal injuries, and 
injuries of the extremities. 


TRAFFIC ACCIDENTS 


A recent English survey of automobile acci- 
dents showed that there were twice as many acci- 
dents in the cities as occurred in the country, but 
that there were twice as many deaths in the coun- 
try as occurred in the city. This was attributed 
to the speed of the automobiles at the time of the 
accident. In 1934 there were over 36,000 deaths 
from traffic accidents in the United States. It is 
my opinion that many lives may be prolonged by 
judicious surgery performed by intelligent coura- 
geous surgeons. 

Extradural Hemorrhage-—Le Conte reported 
five hundred autopsies following deaths from head 


* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-fourth annual 


session, Yosemite National Park, May 13 to 16, 1935. 
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Fig. 1 


Fig. 
visceral pleura. 


1.—Injured lung pulled into thorocotomy opening. 


STATE—BUTLER 


Beginning of suture approximating parietal pleura and 


Fig. 2.—Completion of suture, no sucking of air; injured lung in position for efficient drainage. 


injuries, and of these 50 per cent had sufficient 
extradural hemorrhage to be a factor in their 
deaths. Extradural hemorrhage is one of the con- 
ditions which is amenable to operative interven- 
tion. Every traumatic surgeon should be able and 
equipped to elevate depressed fractures, control 
hemorrhage, and remove a clot resulting from 
middle meningeal hemorrhage. The x-ray will 
locate the fracture, and the symptoms of increas- 
ing unilateral pressure should indicate early ex- 
ploration. 


Jaw Injuries —Occasionally, crushing injury of 
the lower jaw and larynx call for immediate ac- 
tion. Intubation with the catheter airway, or tra- 
cheotomy are the procedures that will prolong life. 
Every emergency grip should contain one of these 
airways (or life-savers), and a tracheotomy set. 


Chest—There are certain injuries of the chest 
that may prove rapidly fatal, which occur more 
often than is generally believed. First and the 
most insidious is the closed pneumothorax result- 
ing from rupture of the lung. The air escapes into 
the pleural space, causing positive pressure and 
later mediastinal shift, and finally collapse of the 
uninjured lung. A valve-like wound of the chest, 
allowing air to enter but not to escape, may also 
prove rapidly fatal. Both conditions call for re- 
lease of the air from the pleural space. 

lf the collapse of the chest is due to the loss 
of bony support, as happens when the sternum is 
completely separated from the ribs or when a large 
section of the chest wall is ioose, external fixation 
is required. If the sternum is at fault it may be 
fixed by grasping the sternum with towel clips 
and attaching to a frame over the chest. If a sec- 
tion of the rib cage is loose it may be fixed by 
passing wire, silk, or silk gut sutures, so as to 
include part of the rib and tie to a curved metal 
frame over the chest. 

Lung Collapse—The collapse of the lung, due 
to intrapleural hemorrhage, may call for. early 
aspiration and control of the hemorrhage from 
the intracostal or internal mammary vessels, or 


from the vessels of the lung. The embarrassment 
that results from rupture of the diaphragm and 
the entrance of the abdominal viscera into the left 
pleural space will become adjusted if the other 
injuries are not too extensive. 


Stab and Gunshot Wounds.—Stab wounds and 
gunshot wounds of the chest causing hemorrhage 
or sucking wounds call for exploration, control 
of hemorrhage, and exteriorization of the injured 
lung, as described by Conners and Stenbuck. 
(Figs. 1 and 2.) 

Rupture of the Hollow Abdominal Viscera— 
Rupture of the hollow abdominal viscera is very 
difficult of early diagnosis, particularly if the pa- 
tient is alcoholic or in deep shock. The higher the 
rupture in the intestinal tract the easier the diag- 
nosis, as stomach and upper bowel content are 
very irritating and cause a great amount of pain. 
Lower ileum and colon contents are less irritating 
but far more dangerous because of the virulent 
bacteria flora. The one extraperitoneal injury of 
hollow viscera that we must be continually sus- 
pecting is a retroperitoneal tear of the duodenum, 
most often produced by striking the steering wheel 
or steering post during an automobile collision. 
This injury gives symptoms similar to those of 
pancreatitis, sometimes with severe pain in the 
testicles. Later in the course of the injury retro- 


peritoneal emphysema may be palpable by rectum. 
One rather unusual rupture of the hollow vis- 

cera following crushing injuries of the abdomen 

(the crushing may be in the upper abdomen) 


a tear in the anterior wall of the rectum, which 
must be the result of explosive forces due to com- 
pression of the gases in the lower colon. This 
was found in two patients during the last two 
years; in one it was found during autopsy, and 
in the other it accompanied a rupture of the small 
bowel and was sutured, resulting in recovery. 
Rupture of the Urinary Bladder —Rupture of 
the urinary bladder is much more frequent than a 
great many people are willing to believe. Rupture 
of the urinary bladder may cause few symptoms, 
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and in the presence of multiple soft tissue injury 
or bone injury, is so easily overlooked. It is an 
order in the San Francisco Emergency Service 
that every deeply alcoholic or shock patient com- 
ing into the hospital shall be catheterized as soon 
as possible. In the emergency service there have 
been more than twenty ruptures of the bladder 
operated upon during the last five years, and I 
feel that possibly many more have slipped by and 
have been a factor in death of the individual. Less 
than 5 per cent of the ruptures of the bladder are 
due to fractures of the pelvis, and 40 per cent are 
due to automobile accidents. The remainder result 
from crushing injuries and falls, as is stated by 
Tarnowsky. It is not unusual to inject 300 cubic 
centimeters of saline solution and remove 700 
cubic centimeters or more of fluid. In such cases 
the catheter sticks through the rupture in the 
bladder, and siphons out urine and saline which 
are free in the pelvis. Several patients have 
voided bloody urine when radiograms showed that 
the urine was free in the pelvis. The test I believe 
that should be used in all of these patients is 
this: if the urine contains blood, or no urine is 
removed by catheter, there should be injected 300 
to 500 cubic centimeters of 5 per cent sodium 
iodid, and a radiogram made. This will show if 
the solution is confined to the bladder or soft parts 
(Fig. 3). Air also may be injected into the 
bladder and after a few moments this air may be 
found under the diaphragm if an intraperitoneal 
rupture of the bladder is present. 


Rupture of the Liver, Spleen, and Kidney.— 
Rupture of the liver, of the spleen and of the 
kidney must always be suspected following an in- 
jury where great traumatizing force has been 
expended. A kidney injury may be slight, sub- 
cortical tears or contusions producing a few red 
cells in the urine. The increase of pain in the 
flank, and the persistence of bloody urine should 
suggest that an extensive laceration of the kidney 
may be present. Perirenal hemorrhage usually dis- 
places the ascending or descending colon toward 
the midline. If the bleeding continues and the pa- 
tient shows evidence of exsanguination, explo- 
ration of the kidney is imperative. Where it is 
difficult to rule out intra-abdominal injury, explo- 
ration through a transverse incision, beginning at 
the edge of the rectus and extending into the 
flank, is the incision of election. It is very easy 
to remove a kidney through this type of incision; 
the kidney is retracted toward the abdominal aorta 
tending to relax the pedicle, rather than away 
from it, as is usual in the posterior incision. 
Following the removal of one kidney, I have been 
rather reluctant to do a transfusion, anurea hav- 
ing occurred twice following transfusion. 


The treatment of rupture of the liver, if it is 
possible to rule out rupture of the kidney or the 
spleen, is expectant. Bleeding from large lacera- 
tions may cease if the patient is allowed to remain 
in a state of low pressure and complete rest. 
Intravenous solutions, heart stimulants, and blood- 
pressure raising agents are contraindicated. If ex- 
sanguination is imminent, blood transfusion must 
be performed. If exploration is performed, bleed- 
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Fig. 3.—Catheter escaped through torn urethra into 
cellular tissue of scrotum. Shadow of 5 per cent sodium 
iodid in scrotum, none in the bladder or pelvis. 


ing from the liver may be controlled by compress- 
ing the hepatic artery and the portal vein in the 
gastrohepatic omentum between the index finger 
and the thumb, with the index finger in the fora- 
men of Winslow. A springy gastro-intestinal 
clamp, the blades guarded by rubber tubing, may 
be used for compression of these vessels. 

Unless the spleen is comminuted, hemorrhage 
is slow and often three or four days may pass 
before the symptoms are alarming. The leukocyto- 
sis, upper abdominal distress, pain in the supra- 
clavicular regions, and the constant drop in hemo- 
globin should suggest intra-abdominal bleeding. 
Autotransfusion in rupture of the liver and spleen 
is life-saving, and when there is no contamination 
from gastro-intestinal contents, should be per- 
formed. A 1,000 cubic centimeter graduate, con- 
taining 100 cubic centimeters of two and one-half 
per cent sodium citrate, and a dipper, are all the 
equipment that is necessary for the collection of 
the blood. 

Tears in the Mesenteric Vessels —Tears in the 
mesenteric vessels are difficult of diagnosis; but 
the signs of intra-abdominal hemorrhage are pres- 
ent, and exploration should be indicated. 


Lacerated Wounds in General. — Lacerated 
wounds, in general, must be considered potenti- 
ally contaminated with aerobic and anaerobic bac- 
teria. A thorough cleansing of the entire wound 
is important, together with enlargement of the 
skin wound if necessary, under local or general 
anesthesia. The tourniquet should be used until 
hemorrhage is controlled. The removal of all de- 
vitalized soft parts, and of all foreign material, 
is made easy by irrigation with weak peroxid solu- 
tion. Use of antiseptics, after careful mechanical 
cleansing and irrigation, is of questionable value. 
Kock uses only sterile water and soap. Free use 
of iodin and many more modern antiseptics is 
advised by many writers; but too often the anti- 
septic solution is used freely without proper me- 
chanical cleansing. If there is no crushing of soft 








June, 1936 


parts and all foreign material has been removed, 
and if the injuring instrument is reasonably clean, 
the wound may be closed ; but only in case you are 
going to have complete supervision of the patient. 
Garlock states “the writer is convinced that just 
as soon as the general practice of suturing lacer- 
ated wounds without drainage and without regard 
for elementary tension of tissue is stopped, the 
general incidence of infection will rapidly decline. 
This statement applies solely to the practice of 
suturing without preliminary cleansing and de- 
bridement.” All wounds should be explored by 
the sterile gloved finger. In this way it is possible 
to locate splinters and other foreign material in 
the depths of the wound. 

A careful watch must be instituted to detect 
early anaerobic infection. The following are the 
symptoms as outlined by Tenopyr: 

1. Pain out of all proportion to the severity of 
the injury coming on twelve to thirty-six hours 
after the injury. 

2. Acuteness of intellect. 

3. Dirty, greenish-gray membrane over the area 
of the wound. 

4. Characteristic odor. 

5. Bronzing of the skin. 

6. Reddish tinge, serous discharge. ; 

7. Gas bubbles shown by x-ray, four to six 
hours after infection starts. 

Weinberg cites an experience of 191 cases 
treated by gas gangrene serum, with twenty-five 
deaths, giving a mortality of thirteen plus per 
cent. The mortality in cases treated without serum 
was about 75 per cent. A large series of wounds 
of like nature, not prophylactically treated with 
gas gangrene antitoxin, gave 7.2 per cent cases of 
gas gangrene, while only four cases of gangrene 
occurred in 319 cases treated prophylactically. It 
is surprising how many cases of gas infection have 
been reported in which recovery has occurred in 
spite of inadequate surgical treatment where the 
serum treatment was administered. 

The treatment of gas gangrene infection: 


Prophylactic treatment. 


1. The proper mechanical cleansing of lacer- 
ated wounds, infected wounds being left open and 
irrigated with Dakin’s solution. 

2. In all extensive wounds at least one thera- 
peutic dose of polyvalent antigas gangrene anti- 
toxin should be given, as well as the antitetanic 
serum. 


Active treatment. 


1. Large doses of polyvalent serum intrave- 
nously. 

2. Free drainage should be instituted, and if 
the infection is found to be isolated to one muscle, 
this muscle should be removed. 

3. If many muscle groups are involved, it may 
be necessary for an amputation to be performed ; 
but under no consideration must the stump be 
closed. It must be left wide open, with free drain- 
age. 

In conclusion, I desire to stress the great value 
of the radiogram as an aid in the early diagnosis 
of the injuries of severely traumatized individuals. 

490 Post Street. 
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DISCUSSION 


ALanson WEEKs, M.D., ann G. D. Detprat, M.D. 
(384 Post Street, San Francisco).—Doctor Butler’s paper 
could well be used as a textbook for the care of patients 
in the “traumatic state.” His main thesis is the careful 
examination of the injured patient, both as to the im- 
mediate and obvious site of injury, and also as to the more 
remote areas that may increase in prominence and im- 
portance. This cannot be overemphasized. On the other 
hand, one of the first lessons a surgeon should learn in 
the care of the “traumatic state” is not to become panicky 
and overdo everything, which is so often the tendency; 
such as pumping fluid into one blood vessel while it leaks 
out of another, and operating before symptoms have de- 
veloped sufficiently to guide the surgeon and make the 
operation justifiable. In other words, “give the patient a 
chance to do without you” in the well-marked limits 
shown in this paper. 

Some of us still remember our experiences at the front 
in the last “war to end war,” where gas-infection and 
gangrene were hideous realities in most of the wounded. 
We would suggest that the surgeon be alert for the 
following signs: lemon-yellow color of the skin; pulse 
elevated out of proportion to the temperature, and a 
characteristic mousey odor. Crepitation may be felt if 
the infection is in the superficial tissues, but cannot be 
felt if the gas is developing deep in a limb. These signs 
should make the diagnosis certain. 

The improved mortality with use of serum shows bril- 
liantly the advance of medical science in the last fifteen 
or twenty years. During the war, amputation well above 
the involved area was the only hope; although as the war 
ended, serum was just coming to be considered. 

We have gone far also in the care of injuries to the 
brain. Some of us still remember the advice of one of 
our foremost brain surgeons, to open nearly all of these 
injuries; and we know now that only those with the spe- 
cific indication of localized pressure or increasing hemor- 
rhage should ever be so operated upon. 


& 


H. S. Cuapman, M.D. (305 Medico-Dental Building, 
Stockton).—Doctor Butler covers the field so thoroughly 
that he leaves little for comment. Each of his subjects 
has been well considered, and important points brouglit 
out. We who are connected with emergency hospitals see 
more of these cases than does the average person; how- 
ever, with the ever-increasing number of automobiles, and 
the ever-increasing number of accidents, it behooves every 
man to be well grounded in the subjects discussed by 
Doctor Butler. 


THE ROLE OF THE GENERAL PRACTITIONER 
IN PRESENT-DAY MEDICINE 


By Maurice B. Bonta, M.D. 
Los Angeles 


Discussion by A. B. Cooke, M.D., Los Angeles; John 
W. Shuman, M. D., Los Angeles; J. Marion Read, M. D., 
San Francisco. 


"THERE are today many currents and cross- 
currents in the practice of medicine. Just as 
with the ebb and flow of the tide upon the ocean’s 
ever-shifting sands promontories disappear and 
new islets arise, so today we are witnessing rapid 
changes in the science and art of medicine. 


IS THIS THE DAY OF SPECIALIZATION ? 


In recent years there have been heard all too 
frequently voices of those crying: “This is the day 
of specialization. The general practitioner is dis- 
appearing from the scene of action.” 
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Let us examine this statement with some care 
and try to arrive somewhere near the true situ- 
ation, for public opinion upon such a point is being 
moulded by the attitude of the profession as well 
as by the criticism of the laity. Reviewing for a 
moment the duties of the man in general practice, 
what do we find him doing that some would have 
us believe he should not be doing by reason of the 
division of labor into our so-called specialties ? 


SOME EXPERIENCES IN POINT 


The writer enjoys recalling an experience of Osler in 
the early days of his consultation-practice. 

A woman of fairly high social standing was being 
seen at her home for an abdominal complaint, at- 
tended by several well-known consultants—a surgeon, 
a gynecologist, an internist and, last of all, had been 
called the old family physician, who had formerly 
looked after the patient’s physical welfare. The three 
leading attendants could not agree in their opinions 
of the case, but did agree that an abdominal explora- 
tion was called for. 

Turning to the family doctor, they asked for his 
views. “I think she has an ordinary bellyache,” was 
the laconic reply, “and she doesn’t need an operation.” 
She did not submit to an exploratory, but in due 
season she did recover. Can we not hear a modern 
saying: “Undoubtedly, a case of allergy?” 
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Imagine, if you may, the embarrassment of a spe- 
cialist in otorhinolaryngology, who was consulted by 
a man in mid-life for some undiscovered difficulty in 
swallowing. An enlarged lymph node was visible on 
either side of the neck, anteriorly. Moderately en- 
larged tonsils were found, and the examination was 
concluded with the remark to the patient: “If we can 
determine that you haven’t Hodgkin's disease, tonsil- 
lectomy will be indicated.” No further searching by 
this specialist for the cause of the dysphagia, which 
a short time later was found through the simple aid 
of a laryngeal mirror to be due to a neoplastic growth 
arising at the base of the tongue and already encroach- 
ing upon the epiglottis. An imaginary case? No, but 
one taken from the records of a physician in general 
practice. 

7 7 7 


Or let us take from real life the case of a woman in 
average good health, who begins to have pain of pro- 
gressive intensity in one shoulder and arm, and later 
down both lower limbs, requiring morphin for its 
partial control. 

Neurologic studies are repeatedly made, and the 
patient is at last looked upon as suffering from a 
neurosis, after other diagnoses have been made and 
discarded. A general practitioner learning of the pa- 
tient’s symptoms, wonders if cord tumor has been 
carefully considered. 

Weeks and months go by in the progress of the 
disease until it is decided that a laminectomy might 
throw some light upon the case. Such an exploration 
does reveal an inoperable involvement of the cord. 
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Or may we refer to a chapter in the life of another 
woman, who is still living, but who under the stress 
and strain of financial disaster years before presented 
the picture of a true psychosis, which required her 
being placed in a padded cell in a sanitarium. A lead- 
ing psychiatrist is called upon for advice and help. 
A bad prognosis is given. 

A physician in general practice is also asked to see 
the patient, and discovers, after limited questioning, 
that she had been taking large doses of bromids for 
several weeks prior to her being hospitalized—a point 
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the neurologic specialist had not even brought up 
for consideration. A few days of rapid elimination 
promptly cleared the skies of this mind. 


ARE SPECIALISTS BECOMING OVERSPECIALIZED ? 


Are our specialists falling into the danger of 
being overspecialized, of “knowing more and more, 
about less and less,” of looking for certain combi- 
nations of symptoms and signs to lead them to a 
correct opinion of the patient’s status quo, and at 
the same time of overlooking the really important 
points in arriving at a correct diagnosis? 


We most heartily subscribe to the view of Hip- 
pocrates in stating that “Experience is fallacious 
and judgment difficult”; but are we not making 
our problems in diagnosis more obscure by fail- 
ing to employ the very thing at hand that would 
lead us to a prompt solution, namely, the proper 
balancing of the patient’s complaints against all 
the findings to be obtained through a painstaking 
use of our God-given senses! Are we decrying 
instruments of precision and refined chemical an- 
alyses in the study of normal and pathologic con- 
ditions of the body? Not at all. But we have seen, 
and do see “young bloods” in medical practice 
assembling a great array of laboratory findings, 
and then in desperation begging for a diagnosis. 


Obscure cases? Yes, there are such, but some 
of them are darkened by a flood of reports. 


IN CONCLUSION 


Being ofttimes thrown upon his own resources 
of judgment, the general practitioner has been 
given the opportunity of developing to a high de- 
gree an appreciation of the values of symptoms 
and signs, and of acting upon his convictions with 
true discrimination and courage. These are the 
men in medicine, whom we may have been led to 
look upon as being born into the profession. No 
greater fallacy exists, for their lofty position has 
been reached only through the hard knocks of ex- 
perience, and in their correlating the things that 
can be seen and heard and felt. 


No, we cannot yet believe that the “general prac- 
titioner is passing,” except along the usual by- 
ways and highways of life; not being led very far 
astray by fads and fancies either in the study or 
the treatment of his patient, who after all is to 
him not just another case, but an individual. 
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727 West Seventh Street. 
DISCUSSION 


A. B. Cooke, M.D. (947 West Eighth Street, Los 
Angeles).—No one would gainsay Doctor Bonta’s esti- 
mate of the place of the general practitioner in present- 
day medicine, nor that the need for him is as great now 
as in the past. But that, numerically at least, he has been 
largely displaced by the specialist is equally apparent. 
Pity ‘tis, tis true. 

The extent and variety of the knowledge requisite tc 
the successful practice of the healing art today make it 
utterly impossible of acquirement by any one individual. 
There must needs be specialists. 


That the specialist, concentrated on his particular field 
and often obsessed by his faith in the laboratory, some- 
times overlooks the obvious is certainly true. And mis- 
takes in diagnosis will continue to be made by specialist 
and general practitioner alike when the importance of the 
history of the case and of the clinical findings are not 
fully recognized. 
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As Doctor Bonta indicates, the practice of medicine has 
to do, not with “cases,” but with human beings. 


® 


Joun W. SuHuman, M.D. (3780 Wilshire Boulevard, 
Los Angeles).—The general practitioner, the good old 
family doctor, is far from dead. 


He always has been, is, and always will be, the back- 
bone of medicine. 


He deals with patients, not with cases. 


He has seeing eyes, hearing ears, feeling fingers and 
heart, and a discerning mind. 

His family is not trying to overlive the “Gotrocks.” 

His taxes are less. 

He does not have to capitalize every symptom. 

He is the physician the poet writes about. 

_He is the bond which holds the public faith in medi- 
cine. 

His patients call him “Doc,” and he likes it. 

“Let them call me ‘Doc,’ and love me.” 


& 
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J. Marion Reap, M. D. (Medico-Dental Building, San 
Francisco).—Doctor Bonta asks the question, “Is this the 
day of specialization?” and then proceeds to answer it in 
the negative. 

In reading this article it seems that the author has 
raised up a straw man in order to knock it down. There 
is no point in asking the question, “Is this the day of 
specialization?” Doctor Bonta tacitly admits that it is, 
and then decries the fact. This is wasted effort, it seems 
to me, because this is not only “the day of specialization,” 
but “the age of specialization.” Time was when a man 
built his own home, raised his own food, and made his 
own clothes. His home was not to be compared with our 
present-day dwellings. The biologic law of “division of 
labor” produced higher animal forms, just as it has pro- 
duced a higher type of civilization. The application of 
this principle to specialization within any single field of 
human endeavor, as engineering or medicine, is a logical 
step. To deny it is to cast one’s self before the juggernaut 
of progress. 

Doctor Bonta’s “experiences in point” are not in point. 
They prove nothing, except that human beings make mis- 
takes. And doctors, even specialists, are human beings. 
The specialist is not a new and strange kind of medical 
man. He is, or should be, a well-trained general prac- 
titioner who has more than average knowledge and skill 
in one particular field to which he has been attracted. 
How can one who is well grounded in his field become 
“overspecialized”? He cannot know too much about his 
own particular branch of medicine. ‘“Overspecialization” 
is a contradiction of terms. 

That facetious definition of the specialist as “one who 
knows more and more about less and less,” is as unfair 
to him as is the definition of the general practitioner as 
one who knows less and less about more and more.” 


A man attains his greatest efficiency at the task he likes 
best. There have always been men who preferred to cover 
a large field, see large numbers of patients with a great 
variety of diseases. There have been other men dissatis- 
fied with that manner of work who prefer to cultivate one 
field deeply, to find out all there is to know about one 
particular subject. Each type of human endeavor has its 
place, and is most useful in its place. 


x» 


Doctor Bonta (Closing).—The question has not been 
raised in this article whether this is the day of specializa- 
tion, for that fact is all too obvious. 

What we have tried to point out by a few concrete 
illustrations is that the rdle of the general practitioner 
remains today an important one. 


His position in the profession is still secure. 
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NEVUS VASCULOSUS ACCOMPANIED BY 
STREPTOCOCCIC BACTEREMIA* 


REPORT OF CASE COMPLICATED BY IMMEDIATE 
AND COMPLETE GANGRENE 


By Meruin T.-R. Maynarp, M.D. 
San Jose 


Discussion by Thomas J. Clark, M.D., Oakland; Nor- 
man N. Epstein, M. D., San Francisco; Francis A. Torrey, 
M. D., San Francisco. 


ASES of spontaneous gangrene of vascular 

nevi are reasonably frequent in occurrence 
and excite little comment. Such cases occur second- 
ary to endovascular changes, and commonly begin 
in the center of the lesion and extend throughout 
the whole area. Gangrene in these cases is not im- 
mediate, but extends from the original spot by pro- 
gression requiring days or weeks for completion. 
The case herein described differs from the usual 
picture in that all of the angiomatous tissue, even 
those portions foreign to and having no definite 
connection with each other, were also immediately 
involved in the same process. The following is 
the history of the case: 


REPORT OF CASE 


The baby H. S., age 9 weeks, born of Mexican 
parentage, was brought to my office September 3, 
1934, for treatment of two small ulcers, one on the 
buttock adjacent to the anal opening, the other in 
the anogenital fold. The history of these ulcerations 
was that they had started while the baby was still 
a patient in the hospital and had spread throughout 
an area of a birthmark on the right buttock. The 
ulcers complained of were all that remained of this 
reaction, except for a large pale scar about two inches 
long by one inch wide, extending in a semicircle over 
the right buttock. In addition to these findings, there 
was an extensive nevus vasculosus of rather punctate 
distribution over the entire right leg, largely on the 
extensor side extending over the right half of the 
scrotum, entire right buttock and over the lower right 
quadrant of the abdomen. In addition to this there 
was a large lesion involving the greater part of the 
dorsum of the right hand. This lesion was raised and 
unbroken in character. The left side of the body 
showed no lesions. The lesions were all bright red 
in color. The baby was well nourished and healthy 
appearing, and under no discomfort or pain. 

The ulcers were painted with millians dye and were 
dressed with bismuth violet ointment. 

On September 6 the ulcers were clean and appeared 
to be healing. 

The baby was seen at 3:30 o’clock, September 6. 

At about 6 p. m. of this same day the baby was 
reported to be in considerable pain and apparently 
running a temperature. He was seen by a pediatrician 
and was placed in the hospital. At this time the pedi- 
atrician reported that all of the birthmarks appeared 
somewhat paler. The next morning all of these same 
areas were blanched and white. The surrounding skin 
was normal. The blanched areas also included the 
large lesion on the right hand. Not one of the pre- 
vious nevus areas showed any evidence of circulation 
of the blood. 

Twenty-four hours later vesicles had formed on 
practically all lesions. The baby’s temperature was 
104 degrees, and he cried continuously. The picture 
was typically that of moist gangrene. Dry heat was 





* Read before the Dermatology and Syphilology Section 
of the California Medical Association, at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 

















































































































































































480 


applied and gentian violet dye was painted over the 
skin. Blood culture and direct smears from the vesicle 
showed a large number of streptococci. The baby 
took fluids and food readily, but was restless and 
cried a good deal. On the fourth day of the disease 
the child was still running a high temperature and 
developed an abscess of the left wrist joint, which, on 
incision, discharged a thick greenish-yellow pus. He 
was given antistreptococcic vaccine. Within the next 
few days other abscesses occurred within the right 
wrist joint and on the dorsum of the left foot, The 
right buttock also developed a large abscess in the 
necrotic tissue. The angiomatosis tissue continued to 
a state of dry gangrene and all evidence of local in- 
fection of the skin areas disappeared. 


The day after the antistreptococcic vaccine was given 
erysipelas vaccine was also administered and the baby 
was given two blood transfusions, the mother being 
the donor. The blood counts showed: 


September 8, 1934 September 11, 1934 


Hemoglobin 13% 
White blood cells 21,800 
Red blood cells.,.3,780,000 
NN TE asccssensonn 46% 
Lymphs a 
Juveniles ... 

Stab cells 


Hemoglobin ........ 62% 
White blood cells 33,500 
Red blood cells....3,200,000 
OEY DOB. sinseseerniee 20% 
Lymphs ... ob 
Juveniles .... 

Stab cells 

Myeloblasts 

Plasma cells 

Monocytes 


The urinalysis showed a cloud of albumen and an 
occasional cast. 


The baby died on September 21, and an autopsy 
was done the same morning. 


Autopsy Findings.—The autopsy done on this case 
showed very littfé in the way of abscesses in the in- 
ternal organs. A small amount of intraperitoneal fluid 
blood was present. The muscular structure was cloudy 
in appearance. The heart showed a few subendocardial 
hemorrhages and the myocardium was cloudy. The 
lungs showed a small amount of pneumonic conges- 
tion, and an abscess was present in the right lobe as 
well as several small abscesses in the lower lobe. A 
few minute abscess areas were also shown on the left 
side. The liver, spleen and kidneys showed only 
cloudy swelling, as also did the other parenchymatous 
organs. The gastro-intestinal tract showed nothing 
remarkable. The skin lesions were as previously de- 
scribed in the clinical report. The skin of the right toe 
had completely sloughed away and the right buttock 
showed an abscessed area two by one centimeter ex- 
tending into the gluteous muscle. The right wrist 
joint was swollen and exuded pus. The left wrist 
showed a similar condition. 


COMMENT 


I have been unable to find a report of a similar 
case in the literature; but it is a known fact that 
certain bacterial toxins will affect the circulation 
of embryonic tissue. Some of us have, perhaps, 
seen the healing of angiomata when erysipelas has 
developed in the vascular area analogous to the 
action of Coley’s fluid in sarcomata. However, 
the presence of a streptococcic bacteremia would 
probably affect the neoplastic cells in a similar 
way. The apparent extreme pain, and the sudden- 
ness of the attack, indicate that the pain was due 
to the complete ischemia of the large areas of the 
skin involved. All areas of the lesion developing 
an anemic necosis simultaneously demonstrate that 
the origin of the vascular changes was undoubtedly 
hemogenous. The source of the infection was 
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probably from the ulcers near the anus in an area 
impossible of complete sterilization. The progress 
of the disease aside from the above changes was 


plainly that of a streptococcic bacteremia. 
407-8 Medico-Dental Building. 


DISCUSSION 


Tuomas J. Crarx, M.D. (400 Twenty-ninth Street, 
Oakland). — This baby with septicemia, developing 
thrombotic blocking of vascular nevi, is a unique case. 
Doctor Maynard does well to report it. 


Our interest in the case is aroused particularly by 
the query: Did the necrotic tissue of the nevus areas 
contribute materially to the toxemia that produced 
death? Another query: Would earlier use of anti- 
streptococcic vaccine have been of value, and would 
it have been better to have used the vaccine more 
persistently? 

Pointing an answer to the first question, Doctor 
Maynard reported that, after the initial blocking of 
the nevus areas, the surrounding inflammation sub- 
sided and the nevus tissue assumed a condition of dry 
gangrene. One would suppose, from this condition, 
that absorption of toxic products from these areas was 
practically nil, so that it is more likely that the bacter- 
emia of the general circulation gave the fatal toxemia. 

Discussing the second question, it would seem that 
too much reliance was placed upon local antiseptic 
measures. An interval of four days intervened from 
the streptococcic invasion of the general blood stream 
before the use of the vaccine was started. During an 
interval of fifteen days the child survived the bacter- 
emia, showing a rather high resistant factor which, 
reinforced with sufficient vaccine, might have over- 
come the toxemia so that recovery would have been 
possible. Provided the child had recovered, it is quite 
likely the angiomatosis nevi would have been replaced 
by scar tissue and the red color given place to more 
normal tints to the skin. 


® 


Norman N. Epstein, M. D. (450 Sutter Street, San 
Francisco).—Doctor Maynard has presented an inter- 
esting clinical report which should add to our general 
experience. There is little to add in the way of dis- 
cussion, 

The sudden blanching of the areas of nevus vascu- 
losis suggests bacterial emboli from the original in- 
fected ulcer. It is probable that stasis within the capil- 


laries of the angioma predisposed to the condition 
described. 
& 


Francis A, Torrey, M.D. (University of California 
Hospital, San Francisco).—This is an interesting case 
report—particularly since it was possible to have a 
complete examination of the tissues—giving definite 
evidence of a bacteremia. The sudden severe systemic 
reaction, with immediate and complete ischemia of all 
the nevi with subsequent necrosis, might be explained 
by multiple emboli completely blocking the vessels of 
these vascular areas. 

The source of infection could have been an infected 
thrombus in a vein in the immediate region of the 
ulcers on the right buttock. 


& 


Doctor Maynard (Closing).—I am not positive that 
the ischemia is due to the formation of thrombi. It 
would seem that, if there were sufficient thrombi to 
completely close all of the nevous tissue, we would 
also see evidence of these thrombi in the form of 
ecchymoses in the normal skin. It is possible, of 
course, that the more sluggish flow of blood in the 
cavernous spaces predisposes to thrombus formation. 
I am inclined, however, to ascribe the effect to there 
being a greater sensitivity of nevous tissue to toxins 
than the normal blood vessel with a closure of all of 
the vascular spaces due to an intimal edema. 
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THE COST OF INDUSTRIAL MEDICAL CARE* 


By T. SHerman Carey, M.D. 
Los Angeles 


_Discussion by J. Minton Meherin, M.D., San Fran- 
cisco; Richard O. Schofield, M. D., Boulder City, Nevada; 
Philip Stephens, M.D., Los Angeles. 


OCIAL insurance is now advocated as an at- 

tempt at personal security directed against the 
uncertainties which have developed to an acute 
degree in our modern society. Unemployment, 
old age, accident, sickness, and compensation in- 
surance may at close range appear to differ; how- 
ever, they are all insurance against poverty and 
essentially similar from the broad view. Since it 
is now recognized that poverty is due to social 
causes, we are now confronted with a social duty 
to relieve it. Poverty is not peculiar to the age 
of industrialism, but does become more acute when 
the wheels of industry turn more slowly. There- 
fore, in the effort to relieve poverty, attempts are 
made to broaden the machinery which under ordi- 
nary conditions is ample to care for employees 
injured in the course of their employment. 


REASON FOR DISCUSSING THE SUBJECT 


The principal reason for directing attention to 
the above subject is the increasing cost of indus- 
trial medical care when considered in the light of 
present and constantly changing economic con- 
ditions. At the moment when industry in general 
is attempting to orient itself and gain a solid foot- 
ing for the long pull toward recovery, the cost 
of medical care of its injured employees demands 
important and careful consideration. There has 
been a steady expansion in Workmen’s Compen- 
sation legislation, which is now operative in forty- 
four states and in all federal jurisdictions. Ap- 
proximately $80,000,000 is paid annually in the 
United States for compensation medical service. 
Incidentally, the system of compensation insurance 
has developed some of the evil as well as the better 
features of the European systems of sickness in- 
surance. 

OCCUPATIONAL DISEASES 

Unsuccessful attempts have recently been made 
in New York and Rhode Island to make compen- 
sable all occupational diseases arising out of any 
employment covered by the Act. Bills to provide 
compensation for silicosis were rejected in New 
York and New Jersey, but a similar bill was en- 
acted in Kentucky. The new Kentucky law pro- 
vides compensation for silicosis when it has been 
contracted in the operation of glass-manufacturing 
plants, quarries, and sand mines, or in the oper- 
ation, manufacturing, treatment or handling of 
sand. The law provides no compensation unless 
the application has been filed within one year 
after last injurious exposure to silica dust. A bill 
was recently defeated in New York which would 
have permitted the injured employee to select his 
own physician and to make the employer liable 
for the medical fees. In California the attempt 

* Read before the Industrial Medicine and Surgery Sec- 
tion of the California Medical Association at the sixty- 


ra h annual session, Yosemite National Park, May 13-16, 
ov. 
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to make the employer liable for the cultist’s treat- 
ment was rejected on November 6, 1934, when the 
Chiropractic and Naturopath Initiative measures 
were defeated. In Oregon similar bills were re- 
jected which would have permitted any drugless 
healer to treat an injured employee. A similar bill 
was defeated in Arizona. A law enacted in New 
York makes compensable dermatitis venenata ac- 
quired in any process involving the use of or 
direct contact with acids, alkalies or mortar capa- 
ble of causing dermatitis (J. A. M. A. Bulletin, 
November, 1934.) 


IMMEDIATE AND ULTIMATE COSTS OF 
INDUSTRIAL INJURIES 


The average physician who devotes all or part 
of his time to industrial practice is usually acutely 
concerned with the immediate treatment and man- 
agement of the injured or sick employee. Too 
often he may fail to appreciate the remote result 
and its ultimate cost to industry. Then, too, the 
average physician usually does not have access to 
records which reveal the accumulated costs of the 
particular patient or group of patients with similar 
injuries. It is my opinion that the average phy- 
sician who provides industrial medical care is not 
particularly interested in the average ultimate cost 
of groups of patients with the same or similar 
conditions. The physician may feel that the matter 
of a permanent disability rating is, after all, the 
concern only of the Permanent Disability Rating 
Department of the Commission and the insurance 
company or self-insured employer who pays the 
rating. The subject of this paper refers particu- 
larly to the discussion of the nature of compen- 
sable injuries and of permanent disability ratings 
with their attendant cost interpolated in terms of 
dollars. Much depends, of course, upon the initial 
diagnosis, management and treatment of the pa- 
tient, which in turn affects the rating. The treat- 
ment may have been excellent, average or less than 
average. The rating is affected thereby in direct 
proportion. Other factors are also involved, viz., 
the employee’s age, occupation, and rate. Last, 
but not least, is the matter of preéxisting disabili- 
ties, deformities, and the employee’s general state 
of health. 


SOME CASE REPORTS WITH COURT DECISIONS 


Case 1—A man was doing heavy work pulling up 
and shaking out barberry bushes. He had a perfo- 
ration of stomach ulcer. Compensation was denied by 
the Industrial Accident Commission. The Court of 
Appeals awarded compensation on the basis of per- 
sonal injury, affirmed by the Supreme Court of Iowa. 
Denied medical expenses, since employer had not been 
requested to furnish medical care. (J. A. M. A., Vol. 
103, p. 2054, Dec. 29, 1934.) (lowa.) 


7 ? ? 


Case 2.—Vaccination—death from—compensation al- 
lowed. (J. A. M. A., p. 1096, Oct. 6, 1934.) Industrial 
Accident Commission denied compensation. Lower 
court granted compensation. Went on to appeal. Su- 
perior Court held that the employee sustained a per- 
sonal injury as a result of the vaccination. The court 
said, irrespective of which thing happened, death was 
unforseen, unusual, and unexpected. Therefore acci- 
dental. Man was at work ten days before vaccinated. 
(Texas.) 
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Case 3.—Disability following the administration of 
antityphoid inoculation, compensable. Third injection 
into the left arm by nurse hit the musculospiral nerve, 
and paralysis developed twelve hours later. The two 
previous injections caused no disability. The mill did 
not force its employees to be inoculated. Compen- 
sation awarded. (J. A. M. A., p. 1332, Oct. 27, 1934.) 
(Louisiana.) Death from coronary thrombosis—com- 
pensable (J. A. M. A., p. 1978, Dec. 12, 1934.) Em- 
ployee examined and pronounced fit for work on 
September 7, 1929. On October 5, 1929, wheels fell on 
his back. He continued at work for eighteen days. 
Died suddenly October 28 from coronary thrombosis. 
The Industrial Accident Commission denied compen- 
sation. The causal relations between injury and death, 
and whether accident caused death or accelerated a 
preéxisting condition, were held immaterial. The de- 
cision of the Circuit Court was affirmed by the Su- 
preme Court, to the effect that compensation awarded. 
(Oregon.) 
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Case 4.—Bronchial asthma or anthracosis due to 
accident (J. A. M. A., p. 866, Sept. 15, 1934). Court 
held that the Workmen’s Compensation Act does not 
apply exclusively to traumatic injuries. The Act pro- 
vides for accident and injuries. “Accidental” does not 
indicate existence of an accident, but rather that the 
injury was “unintended or unexpected.” Accidents 
may arise from definite events, date of which can be 
fixed. Occupational diseases have no definite date. 
Workman was exposed to gas fumes and coke dust in 


cleaning out petroleum stills. Compensation awarded. 
(Oklahoma. ) 
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Case 5.—Employee refused to undergo operation for 
hernia (J. A. M. A., p. 1480, Nov. 10, 1934). Hernia 
had recurred two or three times. Employee refused 
third operation. Awarded compensation for total and 
permanent disability. Decision was confirmed by the 
Supreme Court of Oklahoma. 
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Case 6.—Total and permanent disability attributed 
to traumatic neurosis. ... The expert medical ex- 
aminer said patient was a paranoiac. Mental symp- 
toms developed after a blow on the head, and small 
scalp wounds. Compensation was awarded, and af- 
firmed by the Supreme Court. 


vy 7 y 


Case 7.—Compensation recovered for double hernia 
operation nine years after reporting injury. (Wash- 
ington.) (J. A. M. A., p. 680, Feb. 23, 1935.) 


EXAMINATION OF EMPLOYEES PRIOR TO 
EMPLOYMENT 


This leads to the discussion of examination of 
employees for employment. Employers are now 
aware of the importance of an adequate physical 
examination before employment, and are demand- 
ing more than a perfunctory examination. Need- 
less to state, the examination should be complete 
and systematic, and the results recorded for future 
record. Vision, hearing, the circulatory and re- 
spiratory systems, the extremities, inguinal regions 
and reflexes should be carefully checked. In cer- 
tain occupations, such as mining and glass manu- 
facturing, coke-ovens and tunnel construction, the 
importance of a plain flat chest film at the time 
of examination is invaluable. Employees who sub- 
sequently develop certain diseases, such as pleurisy 
with effusion, tuberculosis, pneumonia, Ludwig’s 
angina extending into the mediastinum, coronary 
thrombosis, bronchial asthma and perforated gas- 
tric ulcers, often claim that their disabilities result 
from an alleged remote injury or by reason of 
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their employment. If only one new employee in 
a group of workers develops a permanent physi- 
cal breakdown as a result of an advanced pulmo- 
nary tuberculosis, it is hardly fair to consider the 
disability as a result of his occupation and, there- 
fore, chargeable to the industry. Likewise, it is 
difficult to conceive of pulmonary tuberculosis as 
a direct result of an alleged external injury to 
the chest. Applicants for employment who have 
been confined in Government hospitals for vari- 
ous types of chest diseases may deny with im- 
punity that they have ever had tuberculosis. It 
is understood that physicians in veterans’ hospi- 
tals do not make a diagnosis of tuberculosis unless 
the tubercle bacillus has been recovered. 


EMPLOYEES’ REACTION TO PREVAILING 
ECONOMIC DISTRESS 


Because of present conditions, employees in 
general are expecting more than formerly. It is 
not uncommon to find injured employees dissatis- 
fied with their ratings. They then petition for a 
rehearing on the basis of new and future disabili- 
ties. Very often they prevail in their claims, and 
are thus encouraged to live on compensation rather 
than by their own efforts. All of this calls for 
additional medical and legal expenses, which in 
turn are charged back to industry eventually. It 
is my experience that many injured employees 
who are able to work, and have practically re- 
covered successfully, resist all efforts to return 
themselves to useful work, even when adequate 
or light work is provided for them. They prefer 
to live up to their ratings and take a chance at 
securing further compensation. Failing in this 
they then accept relief, and thus industry pays 
again, either directly or through taxes. 


ALLEGED LOW-BACK INJURIES 


Alleged low-back injuries without roentgeno- 
logical evidence of bone injury are a_ prolific 
source of extended disabilities and unmerited com- 
pensation. Applicants for employment who have 
recently recovered from fractures involving joints, 
notably the elbow joint, should be required to sub- 
mit roentgenological evidence of complete bony 
union and sound function before acceptance. A 
case in point with a fibrous union of the olecranon 
had false motion in the elbow at the time of 
acceptance, and later claimed to have sustained an 
injury in the course of his employment which 
was quite questionable. The cost of a subsequent 
operation and treatment was later charged against 
the unsuspecting employer. Infections which de- 
velop subsequent to an alleged injury are always 
difficult to classify, especially if they have not 
been under the early observation of a physician. 
Minor infections of the hands, feet, and nails are 
apt to prove troublesome from the standpoint of 
treatment, and frequently so if the patient has 
a positive Wassermann reaction. Without fail, 
employees usually consider the disability arising 
therefrom as compensable and demand compen- 
sation. Infections of the conjunctiva and foreign 
bodies on the cornea may prove to be very costly. 
Two recent cases have come to our attention 
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where the employee disappeared or left work with- 
out reporting for proper medical treatment, and 
subsequently reappeared after a few days with 
perforating ulcers of the cornea and complete loss 
of vision in the eye. Notwithstanding the insuffi- 
ciency of proof of injury, the applicants prevailed 
in their claims and the cost thereof was saddled 
on the industry. Eye injuries, needless to men- 
tion, always demand the most careful treatment 
possible. 


PREMATURE PETITIONS FOR PERMANENT 
DISABILITY RATINGS 


It has been our experience that many employees 
who have practically recovered from their in- 
juries and who have returned to work, prema- 
turely petition for a permanent disability rating. 
Of course the attending physician usually pro- 
vides the special rating report in which the pa- 
tient’s condition is certified as permanent. Care 
should be exercised in the surgeon’s special re- 
ports on patients with delayed or nonunion frac- 
tures. Ratings and surgeon’s reports on such cases 
should be withheld until adequate time has elapsed 
to show the condition as stationary. 


In compression injuries of the thorax with 
multiple rib fractures the ultimate rating is apt to 
be high, notwithstanding a good functional re- 
covery. Maximum time should be allowed to 
elapse before rating reports are filed. Restricted 
mobility of the chest cage is difficult to evaluate 
even by an expert medical examiner or chest 
specialist, especially so when x-rays show the pres- 
ence of cervical ribs and other anomalies. Sub- 
jective symptoms are often perplexing and not 
easy to interpret. The rating might be high be- 
cause of the presence of preéxisting deformities 
which, subsequent to the accident, are alleged to 
be painful. Reference is made directly to pre- 
existing asymmetry of the chest cage, abnormal 
prominence of the sternoclavicular joints, de- 
pression in the substernum and winged scapulae, 
all important nontraumatic factors at the time 
permanent disability is determined. Operations 
upon the acromioclavicular joint for the correction 
of slight widening of the joint, after a satisfactory 
closed reduction and good functional recovery, 
have failed to yield, in our experience, satisfac- 
tory clinical results. 

Delayed infections of the diploe without ap- 
parent portal of entry may result in chronic recur- 
rent osteomyelitis of the external tables of the 
skull. A blow on the head, remotely sustained, 
may be the alleged causative factor. Compensa- 
tion and medical costs for such conditions may 
run and accumulate over an extended period. 


IN CONCLUSION 


The above-described conditions have been briefly 
presented in order to emphasize some of the fac- 
tors which may add to the cost of industrial medi- 


cal care. How, then, may we anticipate and avoid 
unmerited costs? It is believed that the employer’s 
position would be less imposed upon if more care 
were provided in the selection of employees. By 
this is meant adequate and standardized routine 
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physical examinations. Employers of labor, skilled 
and unskilled, who require physical examinations 
are in a superior’ position from the standpoint of 
insurance costs. A full-time physician with a com- 
petent clerk can adequately examine forty to fifty 
applicants in eight hours. This includes the time 
required for each applicant to read and sign the 
questionnaire on the reverse side of the exami- 
nation record. The applicant indicates whether 
he is right-handed or left-handed. In this manner 
the applicant is on record in case of injury to the 
hands, after which he may allege that the major 
hand was injured. 

Complete histories and physical examinations 
after the injury are most desirable. Brevity in the 
description of the original injury or incomplete 
examination has often made it difficult to later 
adjust claims. The cost of routine physical ex- 
aminations is not great, and among larger em- 
ployers this can be secured for less than one dollar. 


SUMMARY 


1. Routine physical examinations and selection 
of employees according to age groups are an es- 
sential and primary factor in reducing costs. 

Adequate investigations of industrial injuries 
on the part of the employer are also important. 

Complete examination of the injured em- 
ployee is a prerequisite to the institution of care- 
ful treatment. The increasing costs of industrial 
medical care requires no compromise in the quality 
of medical service necessary. 

306 West Third Street. 


DISCUSSION 


J. Minton MEHERIN, M.D. (350 Post Street, San Fran- 
cisco).—Statistical studies issued from the various states 
leave no doubt as to the steadily increasing cost of caring 
for patients entitled to treatment under the various work- 
men’s compensation acts. 

Because of this ever-mounting expense, the more stable 
insurance companies are becoming less and less willing 
to write compensation insurance. In my opinion the rea- 
sons for these increasing expenditures are for the greater 
part ascribable to nonmedical causes. 

Unemployment, the philosophy engendered by the dole, 
the reluctance of employers to provide “light work,” the 
increasing tendency to litigate, the liberality of the In- 
dustrial Accident Commissions, and the attitude of many 
of these commissions to discount or even discredit honestly 
rendered medical reports, all, in my opinion, play major 
roles in progressiv ely enlarging the expenditures. 

There is no basis upon which the insurance carriers 
can predict the ratio between the true and the awarded 
disabilities. They are, therefore, unable to balance the 
policy premiums with the required outlay. 

No one would deny that great strides have been made 
in the treatment of fractures in the past eight to ten years. 
W. F. Dolan, however, in a publication issued by the 
3ureau of Statistics of the Department of Labor, shows 
that the disability periods in major fracture cases are pro- 
gressively increasing. His analysis is based on a study of 
37,349 fracture cases reported between 1922-1932 to the 
Department of Industrial Accidents of the State of Massa- 
chusetts. He also attributes the mounting costs to extra 
medical factors, but believes—and I agree—that excessive 
and often unwise and inefficient physiotherapy must also 
be taken into account as prolonging the period of dis- 
ability. 

Routine physical examinations without the essential 
roentgen studies will frequently disappoint the employer 
and embarrass the examining physician. The informed 
employer will not invest in this type of “penny wise and 
pound foolish” economy. 
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Ricuarp O. ScHoFiE.p, M. D. (Boulder City, Nevada). 
This paper brings out the many aspects which must be 
considered in arriving at a conclusion as to the ultimate 
cost of industrial care. Large industrial concerns long ago 
recognized the need for correlation of the various phases 
which involve the successful operation of the mandatory 
care for the injured workman. Because of the preémi- 
nent role that surgery must play in this whole scheme of 
affairs, these concerns are more and more centralizing the 
responsibilities of such a department into the hands of the 
industrial surgeon. 

The first prerequisite for the successful direction of this 
departmental organization requires that the injured work- 
man must be given the best care that modern medicine 
and surgery can provide; he must be treated as an indi- 
vidual, and never should his best interests be bartered for 
economic gain. Various other costs in such a department 
will vary according to the type of industry, the laws of 
the state in which the work is done, and the geographical 
hazards that may be peculiar at that location. Industrial 
Surgery in its fullest meaning contemplates the consider- 
ation of these and many other problems. The consummate 
total is the cost of industrial care. 


2 
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Puiie StepHeNs, M. D. (1136 West Sixth Street, Los 
Angeles).—Doctor Carey’s paper takes up a very im- 
portant and pertinent question in these times of financial 
distress and industrial strife. 

We are struck by the tendency of the working man to 
attribute more ills and disabilities to his work; to place 
more responsibility upon the employer and, furthermore, 
to bridge that gap which lies between care for industrial 
accidents and care of the ills and disabilities not directly 
attributable to industry. 

The Government has bridged this gap, inasmuch as now 
practically all diseases of veterans, surgical or otherwise, 
irrespective of the financial condition of the ex-soldier, or 
— or not the disability was contracted in line of 

uty. 

The subject is one that should make us pause and think 
of what the future has in store for the profession, its pri- 
vate hospitals and set-up which our present system entails. 


OCULAR COLOBOMA* 
REPORT OF CASES 


By Cuinton A. Witson, M.D. 
Santa Barbara 


Discussion by Hans Barkan, M.D., San Francisco; 
George N. Hosford, M.D., San Francisco; Dohrmann K. 
Pischel, M. D., San Francisco. 


asE 1—The patient is a 26-year-old woman, with 
C coloboma of the iris, as seen in the picture. The 
defect does not extend into the lens, pectinate liga- 
ment, and other deeper structures of the eye. Vision 
without correction is normal for each eye. 

There is no similar thing in this patient’s family 
history, which is known on both sides of the family 
for at least two generations back. There are no other 
children in the family. The father of this patient is 
about six diopters myopic, and the mother is about 
four diopters hyperopic. 
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Case 2.—This patient is a 36-year-old male, married, 
the father of one son. The iris defect is as shown in 
the photograph. This defect continues back to the 
optic nerve, involving the margin of the lens, pectinate 
ligament, vitreous and the choroid and the retina. 
There are also opacities scattered through this lens. 
The patient is color-blind in each eye. The uncorrected 
vision of the right eye is normal. The left eye is 
myopic. Vision can be brought to 20/100 with a S—~— 
10.00 = C — 2.00 axis 90. This finding was quite a 
surprise to both patient and physician, as these colo- 
bomatous eyes are usually hyperopic and of poor 





* Read before the Eye, Ear, Nose and Throat Section 
of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 
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vision. Careful examination of the right eye under the 
influence of a mydriatic failed to reveal any defect. 
There is no similar defect in any of the patient’s 
relatives, that he knows of, and the family history of 
the immediate past generation is well known to the 
patient. He is an only child. His son, who resembles 
the mother much more than he does the patient, has 


normal eyes. The son’s color vision was normal to 
the Ishihara test. es 

Case 3.—The third patient is a male, about 32 years 
of age. It was impossible to get a good photograph of 
this patient or the fourth. Both have very dark brown 
eyes, which would not contrast satisfactorily with a 
black pupillary area. This third patient has a con- 
genital coloboma downward in the left eye. The iris, 
lens, retina, and choroid are involved. There is a 
macular disturbance, chiefly choroidal, associated with 
the coloboma apparently, and vision with or without 
lens is confined to hand movements at two feet or 
less. The eye is hyperopic and the lens clear. The 
right eye is normal. The family history of this patient 
is not well known to him. He has no record or 
memory of any similar condition in any of his older 
relatives or in his three brothers and sisters. He is 
quite certain that none of his sisters or brothers have 
had the defect which he presents. 
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Case 4.—The patient is a male. Age now about six 
months. He was first seen at the age of one month 
and is the son of Patient 3. Both eyes of this patient 
are affected, the right more profoundly than the left. 
There are downward congenital coloboma in each eye. 
The right eye is noticeably smaller than the left in 
this patient, and the corneal diameter is obviously 
shorter. From birth there was an abnormally marked 
bilateral nystagmus. At the age of about three months 
the left eye commenced to fix and the right eye turned 
inward and has become, if anything, more unsteady 
in its attempt to fix. Slight wavering of the left eye 
persists, but is less than a few weeks after birth. The 
patient does see something with this left eye, as evi- 
denced by following of light and grasping of objects 
brought to his vision. The congenital defect in this 
fourth patient involves the deeper structures of each 
eye, though the macular and paramacular region of 
this left eye are apparently spared. The eye is of a 
normal size at this time and appears to be the one 
upon which the boy will probably depend for his best 
vision in the future. 

As to family history, the colobomatous eye of the 
father has been mentioned. The mother is about two 
diopters myopic, but otherwise normal; and this pa- 
tient has two older sisters, about three years of age, 
who are quite normal in every respect and who re- 
semble their mother in appearance much more than 
their father, whom this patient resembles most. 


COMMENT 


The embryology of these anomalies of both 
kinds, the typical and atypical, is a matter in which 
differences of opinion exist even after many pene- 
trating studies." Nonclosure of the fetal cleft ac- 
counts for the appearance of the typical variety, 
but the causes for nonclosure are not known. The 
explanations of Deutchmann and von Hippel are 
of a more speculative nature than that of von 
Szilly, who presents evidence from studies on 
rabbit embryos that there is a fundamental defect 
in the ectodermal anlage.’ 


The genesis of the atypical defects is explained, 
according to Rones, by persistence of the fetal 
notches, which always occur in the margin of the 
normal embryonic cup and which normally smooth 
out; this persistence being due toa loss from some 
unknown causes of the growth energy of the tissue 
at these points.® 
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Fig. 1.—Patient 1, otherwise normal. 


We have here four patients with evidences of 
inheritance in one instance only—that of Case 4. 
There have been four chances for the appearance 
of the defect which has appeared in one case only. 
The son of Patient 2 has escaped any evidence of 
the defect, and he resembles the normal parent. 
The second chance is that of the twin girls, the 
daughters of Patient 3 and the sisters of Patient 4. 
These twins resemble the mother, who has no eye 
defect except slight myopia. At the third possi- 
bility, we have evidence of inheritance, and the 
inheritor of the condition strongly resembles one 
parent, suggesting that, perhaps, not only may 
there be a sex linkage, but also that the passage 
of these defects may be in some way associated 
with that rather obscure phenomenon of inherit- 
ance known as prepotence. Prepotency being a 
superior tendency or power of one parent in trans- 
mitting characteristics to offspring. 

The rules of inheritance in these conditions 
have not retained their original simplicity. To 
the stated rule that coloboma are usually domi- 
nant in inheritance must be added the consider- 
ations of extent of the defect, of sex linkage, and 
possibly of prepotency. 

There does not exist at this time sufficient evi- 
dence upon which to base accurate prediction of 
what will or will not be transmitted to an off- 
spring. These fetal cleft or typical coloboma 
which are not exceedingly rare show great ana- 
tomical differences from simplest indentation of 
the iris to large defects of the fundus, and the 
transmissibility of these defects may vary. There 
have been series of cases **©? of typical coloboma 
reported with good evidence of transmission, and 
also series in which inheritance has displayed a 
less noticeable part.’ More typical cases have been 
reported than atypical ones. 


It is safe and fair to say that those individuals 
should not reproduce who have the spontaneously 
occurring combined defects involving the deeper 
structures of one or both eyes, or who are de- 
fective individuals of family trees known to have 
produced or to be producing eye defects; and 
third, that reproduction is especially to be avoided 


by couples each of whom has these abnormalities." 
22 West Micheltorena. 
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DISCUSSION 


Hans Barkan, M.D. (Stanford University Hospital, 
San Francisco).—While we can say of certain lesions 
that they are congenital, that does not mean that they are 
necessarily inheritable. In many instances inheritance of 
certain eye lesions has been traced back over 150 years. 
In others the same lesion appears as a new entity in the 
family tree under our observation. The difficulties of re- 
stricting offspring are, of course, great. Except in cases 
of high-grade albinism, Leber’s disease, and retinitis pig- 
mentosa, I feel that too much emphasis should not be 
placed on this point. Doctor Wilson has presented an 
interesting series which does show especially the pre- 
potency of one parent. This is sometimes so marked that 
when it is known to be present, further children in the 
family are, of course, not desirable. 


© 


GeorcE N. Hosrorp, M. D. (490 Post Street, San Fran- 
cisco).—I am sure we are all very grateful to Doctor 
Wilson for bringing these cases to our attention and re- 
cording them for the benefit of students of human biology. 
It is only by the study of such cases that we may eventu- 
ally be able to predict the probability of their occurrence 
in children. According to Duke-Elder, “their transmis- 
sion varies very considerably in different pedigrees, the 
same defect appearing in one family as a dominant, in 
another as a recessive, and in another as a sex-linked 
character.” 

I recall one family in which the mother had an uni- 
lateral keyhole-shaped coloboma of the iris, but no other 
ocular defects. Her oldest child, a girl of ten, had the 
same condition in both eyes, but with no other ocular de- 
fects. The son, an infant of one year, had complete 
bilateral aniridia. I felt that a good deal might have been 
done to improve the optical efficiency of this child’s eyes 
by tattooing the periphery of the cornea with the gold 
chlorid method, leaving the central area clear for a pupil. 
This idea did not meet with the approval of the parents, 


1 Blacker. C. P.: Chances of Morbid Inheritance, Wil- 
liam Wood & Company, Baltimore, 1934. 
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and so I did not have an opportunity to try it; but I feel 
that it would be an advisable procedure in such cases. 
It might even be useful in smaller colobomata of the iris, 
where dazzling may be a problem. 


» 
“ 


DoHRMANN K. Piscnuer, M.D. (490 Post Street, San 
Francisco). — Doctor Wilson has presented a group of 
very interesting cases. I believe the study of such unusual 
cases is very valuable, not from the standpoint of the 
patients perhaps (for, unfortunately, we can do little for 
them), but from the standpoint of the doctor who makes 
the report. When we encounter unusual cases in the hum- 
drum of our routine practice, we should seize the oppor- 
tunity of studying them. The work of looking up the 
literature, studying other men’s findings, and so forth, will 
prove stimulating to us and keep us from getting stale 
in our work. 

Doctor Wilson has done this for himself and has given 
us, together with case reports, such a good résumé of the 
theory as to how these coloboma occur that there is noth- 
ing more for me to say on that score. However, I feel 
that we can do these adult patients a good service by 
pointing out that what vision they have will be kept. 
Furthermore, the possibility of having defective offspring 
should be pointed out to those who have a family history 
of this defect. And in children, by careful refraction, by 
reference to sight-saving classes, by instruction in eye 
hygiene, we can help them to develop and keep what 
vision they have. 


DERMATOLOGIC PEN-POINTS 


By Moses Scuottz, M.D. 
Los Angeles 


M. D.. San Fran- 
Oakland; Louis F. X. 


Alderson, 
M. D.., 
Angeles. 


Discussion by Harry E. 
cisco; H. J. Templeton, 
Wilhelm, M. D., Los 


1. Do not forget that athlete’s foot may attack 
any part of the body. 

Remember that two per cent hydrarg. am- 
moniate is more effective than five per cent, and 
five per cent is more effective than ten per cent in 
——_ because of its irritating qualities. 


Do not fail to watch a luetic patient under 
Fee treatment for itching or macular papular 
rash on the arms and body. These symptoms may 
be the first danger signal of the impending arseni- 
cal dermatitis. 


4+. Do not call any sore in the mouth Vincent's 
infection. It may be any of a great number of 
conditions, including syphilis, beginning cancer, 
tuberculosis, ete. 

Also the tongue is subject to a great variety 
of dermatologic conditions, including persistent 
paresthesias and hyperesthesias. 

6. Poison oak is 
tosis. 


a very much abused derma- 
Many skin lesions developing subsequently 
to it are taken for recurrences or sequelae, while 
actually they have nothing to do with it. 

7. Pruritus ani is in many cases due to mycotic 
infection, and is relieved by mild fungicidal ap- 
ee 

. The individual variations of skin sensitivity 
(or is it psychologic aberrations of the patient ?) 
often confound the best trained clinician. The 
patient claims irritation from a mild ointment, 
such as boric or zinc ointment, and claims relief 
from a “patent” (much more irritating ) ointment, 
such as cuticura or resorcinol ointment. 
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9. Allergy in skin diseases is the latest cloak 
of our ignorance, an all-embracing term with no 
concrete clinical significance or any help in diag- 
nosis in the majority of cases. 

10. After all is said and done, clinical experi- 
mentation with food and contact with “allergic 
irritants” are the only reliable means of identifi- 
cation, and is superior to all fancy laboratory tests. 

11. Remember there is no standard treatment 
for any skin condition, not even for scabies and 
impetigo. Even in these dermatoses, drug and 
dosage are often to be changed to suit the require- 
ments and peculiarities of the individual case. 

12. As to dietetic advice, the patient prefers to 
have a positive order and the list of specific foods 
which he can or must eat, rather than the negative 
order and the list of prohibited foods. 

13. Remember that all well-marginated inter- 
trigos with circinate borders are invariably in- 
fectious in character ; they may be due to pyogenic 
microorganisms, fungi, monilias or other skin 
saprophytes, and respond best to antiseptic ap- 
plications. 

14. Lichen-like eruption appearing in a luetic 
during specific treatment is most likely due to ars- 
phenamin or bismuth. The same is true of pityri- 
asis rosea type of eruption. 

15.Granuloma annulare, ivory-like, ring-shape, 
hard lesion (supposedly a mild tuberculide ) occur- 
ring in children, is commonly mistaken for ring- 
worm. 

16. The latest list of exploded dermatologic 
therapeutic pretenders with euphonious and syn- 
thetic names includes phenyl-mercuric-nitrate oint- 
ment, quinolor ointment, absorbine, jr., thiocresol, 
henacol, ete. 

17. The youngest of dermatologic fancies— 
palmar epidermophytids—did not establish its 
clinical legitimacy in spite of all theoretical claims. 

18. Do not fail to tell female acne patients to 
avoid facial creams, rouge, and heavy cosmetic 
powders, as they counteract the best treatment. 
Only greaseless lotions are permissible in acne. 

19. Also warn acne patients under x-ray treat- 
ment to avoid sunburn of the face, as it may pre- 
cipitate x-ray intolerance of the skin. 


20. Remember that the tip of the nose is the 


most troublesome and cosmetically responsible 
area. It shows the slightest scarring and discolora- 
tion. Avoid or reduce to minimum electrocautery 


and caustic, irritating applications. 


21. Do not rush to make a diagnosis of pem- 
phigus in suddenly appearing bullous lesions on 
the extremities; it may be simply insect. bites, 
particularly those of spiders. 

22. A dermatologic truism which will bear any 
number of repetitions: the greatest majority of 
therapeutic failures in skin diseases is due to over- 
treatment, the rest to faulty diagnosis. 

23. Remember that ultra-violet light is not a 
panacea in skin diseases. In fact, in some derma- 
toses it is distinctly contraindicated and danger- 
ous; such are cases of potential malignancy ‘and 
lupus erythematosus. 

24. The therapeutic skill of a clinician treating 
skin diseases with x-ray should be measured not 
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by maximum of x-ray he can give without taking 
a chance on the acute or chronic x-ray burn, but 
by the minimum of x-ray he is able to obtain 
clinical results with. 

25. Three best therapeutic tries in the treatment 
of seed warts: x-ray or radium, electrodesiccation, 
and bismuth intramuscular injections. 

26. The lips that show sensitivity to sunlight 
and have a tendency to dry scaling, should be 
watched for potential development of epithelio- 
matosis. 

27. The best treatment for buccal leukoplakia 
is electrodesiccation judiciously applied and the 
preventive regimen, with a particular emphasis on 
smoking. 

28. Discoid types of lupus erythematosus is not 
diagnosed as often as should be. It is often con- 
fused with psoriasis or plain eczema. Remember 
the clinical earmarks—tightly adherent scales, 
patular follicular ducts, and superficial atrophy. 

29. The humble and yet high-hatted scabies 
often eludes diagnostic acumen of the general 
practitioner, particularly in mild and_ incipient 
cases. 

30. Intractable and resistant (to mercury am- 
moniate ointment) impetiginous lesions often turn 
out to be unrecognized monilia infection. They 
will respond to diluted iodin solution or potassium 
permanganate 1-1000 to 1-2000. 

31. The most effective application in tricho- 
phytic infection of the scalp in children is two to 
four per cent iodin crystals in goose grease and 
painting twice a week with four per cent solution 
of chrysarobin in chloroform. Weekly shaving of 
the scalp and daily washing is absolutely essential. 

32. In treating mycotic lesions on the trunk, 
never fail to examine the interdigital spaces of the 
toes—often the primary focus of infection. 

33. In localized epidermophytosis infection of 
the feet, axillae and groins it is important to con- 
trol commonly associated localized hyperidrosis 
with x-ray radiation. 

34. Young, particularly irritable and inflamed 
keloids respond readily to x-ray and radium ap- 
plications, but the old hard-set keloids call for 
plastic surgery. 

35. To name offhand two most useful drugs 
for internal administration in skin diseases, I 
shall mention calcium gluconate and sodium thio- 
sulphate. 


36. Rule out five most common causes of sys- 
temic pruritus, diabetic, leukemic, nephritic, icteric 
and senile, before labeling it neurotic. 

37. The most effective treatment of subungual 
warts is three to four hours’ application of un- 
filtered radium plaque. 


38. Do not use nitric acid or silver nitrate or 


copper pencil for cauterization purposes. The 
first is too violent and leaves ugly scars, the latter 
are too mild and may stimulate latent malignancy. 

39. Do not use phenol as antipruritic in the 
acute inflammatory or weepy dermatoses. Mild 
astringent and coating applications are more effec- 
tive and harmless. 


40. Do not accept the claims of commercial 
literature that blistering or erythema doses of 
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ultra-violet light are necessary to cure most of 
the skin diseases. Just the opposite is true. Only 
few chronic sluggish dermatoses react well to 
tensive doses. The overwhelming majority of der- 
matoses require small fractional doses. 

41. Do not use arsenic in acute dernmntoses. In 
chronic, increase the dosage very slowly and, 
preferably, do not exceed five to seven drops as a 
maximum. Sustained use of medium doses gives 
better dermatologic effects and much safer. Do 
not allow your patient to refill his Fowler’s solu- 
tion or Asiatic pills without your knowledge. Re- 
member that arsenical pigmentation and keratoses, 
with subsequent epitheliomatous degeneration, is a 
very late and insidious complication. 

42. Give a chance to an old syphilitic to die 
from old age rather than from arsenical or mer- 
curial poisoning. 

43. One of the most spectacular and character- 
istic drug eruptions is that caused by phenolphtha- 
lein, presenting violaceous or bluish black sharply 
circumscribed lesions, in severe cases associated 
with blebs and bullae. 

44. Do not mistake insect bites so often ob- 
served in young children, appearing as large in- 
flammatory papules, for systemic hives or food 
rash. The presence of stilletto, a small central 
opening, localization on exposed surfaces and 
peculiar triangular grouping, identifies the true 
nature of the condition. 


45. In young individuals with malnutrition and 
low systemic resistance, pyodermic lesions of fol- 
licular pustular or ecthymatous type may last for 
months, in fact years. They often pass for tuber- 
culids and clear up under intensive tonic regimen. 


46. Bromid eruption often assumes 
type, in which case it closely simulates tertiary 
gummatous syphilids or blastomycosis. A care- 
fully taken history will give clue to diagnosis. One 
should remember a peculiar capacity of bromids 
for a cumulative action and reabsorption from 
tissues into circulation, which explains the casual 
outcropping of new lesions after the discontinu- 
ance of the drug. 


fungoid 


47. One of the most constant clinical partner- 
ships is the association of seborrhea and psoriasis 
of the scalp. In these cases cleaning off yellowish 
heavy diffuse seborrhoic crusts, one finds dry in- 
filtrated well-defined patches, which reveal on 
grattage, typical psoriatic papillary hemorrhages. 

48. Do not mistake gyrate and crescent-like 
lesions of erythema multiforme for mycotic (ring- 
worm). The lesions of erythema multiforme are 
smooth to touch and deep, being intra- or sub- 
cutaneous, usually deep red or violaceous in color. 
Mycotic lesions are either scaly or vesicular, rough 
to touch, and are superficial, light pink or pale in 
color. 

49. A common source of diagnostic dermato- 
logic errors is a failure to remember that original 
clinical picture of dermatosis may be modified and 
disguised by secondary eczematization or infec- 
tion due to neglect or overtreatment. In these 
cases the secondary condition is to be treated first, 
after which the diagnosis of the primary condition 
is rendered much easier. 
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50. In the absence of definite etiology, local 
treatment is guided and determined by the gross 
clinical pathology and appearance of the lesions. 
In the presence of acute inflammatory process, 
apply cooling and protective ointments. In chronic, 
infiltrating lesions, use absorptive and stimulating 
applications, like tar. In pyogenic or mycotic 
lesions antiseptics and fungicidal, keratotic lesions, 
call for keratolytic and granulomata for absorp- 
tives, particularly iodin. 

1930 Wilshire Boulevard, 


DISCUSSION 


Harry E. Avperson, M.D. (490 Post Street, San 
Francisco).—These practical notes by Doctor Scholtz 
are well worth careful consideration by every prac- 
titioner. Every paragraph deserves discussion, and it 
is recommended that the entire article be read and 
re-read many times. I wish, however, to emphasize a 
few of the points and shall leave the rest for others 
to discuss. 

The comments about the abuse of ammoniated mer- 
cury, which is commonly dispensed in too great 
strength, are most timely. Unfortunately, full strength 
ammoniated mercury ointment is frequently sold by 
druggists because the drug is popular with the laity. 

Volumes could be written about overtreatment in 
general. Were it not for this common mistake, we 
specialists would have less to do. Often simply dis- 
continuing the treatment and using very mild appli- 
cations result in cure. Many times we see industrial 
dermatoses aggravated by honest but misdirected 
treatment, thus prolonging disability. 

It is remarkable how many cases of scabies and 
other dermatoses are mistaken for poison oak der- 
matitis. Failure to respond to poison oak extract in- 
jections, and other accepted treatment, gives rise to 
unjustified criticism of the methods. 

In discussing pruritus ani, one must remember that 
most cases are due to, or aggravated by conditions 
acting “reflexly,” and that the finding of fungi in 
scrapings does not mean necessarily that they are 
primary or even important etiologic factors. Many 
attacks are brought on by rectal pathology with secre- 
tions originating therein. 

Failure to recognize the fact that local treatment 
of various dermatologic conditions has to be modi- 
fied to meet changes, is responsible often for dis- 
appointments. 

I cannot agree with the unfavorable comment about 
“quinalor,” for I have often found that oxyquinolin 
sulphate and benzoyl peroxid, properly compounded, 
are strikingly useful in coccogenous sycosis. 

The various warnings about Roéntgen therapy and 
ultra-violet treatment are well justified. 

As for scabies, we frequently see atypical cases, and 
many that are masked by previous home treatment. 
Then there are those cases due to exposure to infested 
cats. 

I thoroughly agree with the remarks about the eff- 
ciency of iodin crystals in goose grease for tricho- 
phytic infection of the scalp. For many years I have 
depended upon this preparation in these cases. 

It is true that various calcium preparations seem 
to be useful, but I am still very skeptical about the 
efficacy of sodium thiosulphate, in spite of many favor- 
able reports. 

The warning about continuing arsenic administra- 
tion over a long period is most timely. 

The admonition to let an aged syphilitic die of old 
age rather than from arsenical or mercurial poisoning 
is one that should be printed in large type. Many an 
old syphilitic is “all right until the doctor sees him.” 


®& 


H. J. Tempreton, M. D. (3115 Webster Street, Oak- 
land).—Doctor Scholtz has succinctly given us very 
valuable “tips” which can be put to everyday, practi- 
cal use. I shall discuss his paper by adding a few 
observations of my own: 
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Scabies—Just as important as the treatment of the 
patient’s skin is the disinfection of his clothing and 
bedding, and the treatment of any of his intimate as- 
sociates who, untreated, would possibly reinfect him. 


Impetigo.—Do not forget to have the patient sterilize 
his towels, pillow cases, and washcloths. Men should 
also sterilize their shaving equipment, and women 
should discard their contaminated powder-puffs, com- 
pacts, and creams. Else they may be reinfected. 


Epidermophytosis of the Feet.— Treat the skin, of 
course, but also sterilize the shoes and socks. Cotton 
socks are preferable because, in washing them, laun- 
dries heat them past the thermal death point of the 
fungus. Sterilization of shoes can be attempted by 
placing them for twenty-four hours in a paper bag 
with a teaspoonful of formaldehyd on blotting paper. 

Syphilis —Success in the management of syphilis de- 
pends upon long-continued treatment. In order that 
this may be financially possible for the average patient, 
our fees should be as reasonable as we can make 
them. The patient is more apt to continue treatment 
over the necessary two- or three-year period if he has 


been given a minimum rate by the year or by the 
month. 
*& 


Louis F. X. Wituetm, M.D. (1401 South Hope Street, 
Los Angeles).—The author, in fifty terse sentences, 
has given us some interesting impressions of his daily 
experience in dermatology. While there is room for 
discussion in some of these statements, according to 
individual opinion, in the main we are in agreement. 
The experienced dermatologist can easily add a few 
observations of this character every week of his prac- 
tice. We are constantly confronted with situations 
which we wish might have been prevented. The over- 
treatment of scabies and impetigo, the continued use 
of arsenic after definite signs of intolerance, and the 
further use of roentgenotherapy, despite the beginning 
of telangiectasis, are deplorable examples. 


During the past week I saw two patients who mani- 
fested late sequellae of roentgenotherapy; both patients 
were treated by roentgenologists after definite signs 
of marked telangiectasia were clearly evident in the 
skin. Each patient had developed definite induration 
with beginning fissuring and ulceration, unquestionable 
signs of a pre-epitheliomatous change. One patient 
had been treated intermittently over a period of fifteen 
years, the other over a period of seven years. The 
one patient presented a recurrent pruritus ani, the 
other, a pruritic patch, probably a neurodermite of 
the left groin. I cannot conceive of a well-trained der- 
matologist countenancing the further use of roentgen- 
ray therapy after the appearance of such gross skin 
changes as telangiectasis. 


Allow me, once more, to emphasize the necessity 
of a correct diagnosis, and the desirability of adequate 
knowledge of the possible harmful reactions and late 
sequellae of a given type of treatment before insti- 
tuting therapy in a given case. 

Adequate training and long experience in a given 
specialty, and the liberal use of consultation whenever 
one is in doubt, should tend to prevent many other- 
wise unfortunate situations. Experience develops judg- 
ment; merely reading the penpoints of an experienced 
dermatologist cannot make a dermatologist out of the 
general practitioner. s 

x 

Doctor Scuottz (Closing).—In closing I wish to 
thank the discussers who. deemed it worthy of de- 
bating “Dermatologic Penpoints,” which were con- 
ceived rather as casual memoranda for a busy prac- 
titioner, who has no time or patience to read derma- 


tologic manuals and so separate the wheat from the 
chaff. 


The penpoints are based entirely on individual ex- 
perience and personal interpretation of dermatologic 
clinical phenomena. They are not offered for dogmatic 
acceptance by the practitioner, but merely for practical 
guidance and help. 
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PLACENTA PRAEVIA 


PLACENTA PRAEVIA* 


By Leon J. Tiper, M.D. 
AND 
J. L. Gotpennerc, M.D. 
Los Angeles 
Discussion by Thomas F. Wier, M.D., San Diego: 


Henry A. Stephenson, M. D., San Francisco; E. M. 
Lazard, M.D., Los Angeles. 


"THE purpose of this paper is not to discuss the 

diagnosis and treatment of placenta praevia, 
but to analyze statistically the cases that were 
treated during the years 1925 to 1934 at the Los 
Angeles County Hospital. 

During this period there were 26,404 obstetrical 
cases admitted to the hospital, of which 266 cases 
were placenta praevias. Since, in didactic works 
on obstetrics, the importance of vaginal bleeding 
during pregnancy is stressed, and the importance 
of correct diagnosis and immediate treatment em- 
phasized, we will try not to burden you with a 
repetition of these well-known facts. 


TIME PERIODS INCLUDED IN THE ANALYSIS 


lor purposes of analysis and comparison, the 
period between 1925 and 1934 has been divided 
into two—one from 1925 to 1929, and the other 
from 1929 to 1934. During the first period there 
are seventy-two cases of placenta praevia on 
record, and during the second period 194 cases 
are recorded. Of the seventy-two cases occurring 
during the period between 1925 and 1929, only 
seven cases gave a history of pain associated with 
the bleeding. There were eleven marginal placenta 
praevias, ten partial or lateral, twenty-eight cen- 
tral or total, one cervical, and twenty-two cases 
diagnosed by history alone, type not determined. 


TREATMENT METHODS 


The treatment in each case depended on the 
general condition of the patient on admission, the 
condition of the cervix, bag of waters, the con- 

* Read before the Obstetrics and Gynecology Section 


of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 
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dition and position of fetus, and the type of pla- 
centa praevia. 

The choice of delivery in these cases: Spon- 
taneous delivery, five; Braxton Hicks version and 
extraction, nine ; version and extraction, eighteen ; 
insertion of bag, eighteen; and cesarean section, 
twenty-one. 


MATERNAL MORTALITY 


The maternal mortality for these cases was 6.9 
per cent, and a gross infant mortality of 55 per 
cent. This seems rather high, and we believe can 
be accounted for by the small number of cases 
recorded, which were very likely of the most 
severe type, while those of favorable termination 
may have slipped by without being recorded as 
placenta praevia. 

Maternal deaths occurred in one case of version 
and extraction, cause of death being rupture of 
uterus diagnosed and confirmed at laparotomy: 
one case of Braxton Hicks version and extraction ; 
one case of version and extraction; one where the 
patient died of surgical shock after cesarean sec- 
tion, while one died undelivered. 


ETIOLOGIC FINDINGS 


The most constant etiologic finding in these 
cases is that it occurs most frequently in mul- 
tipara. Fifty-two cases occurred in women having 
had anywhere from two to twelve pregnancies, 
and only twenty were pregnant for the first time. 
The second period studied shows a very similar 
relationship between parity and placenta praevia. 

INTERPRETATION OF THE CHARTS 

The accompanying charts will serve to illustrate 
results of the various methods of treatment for 
the different types of placenta praevia. 

From 1929 to 1934 the charts are more com- 
plete and more accurate, showing a total of 194 
cases of placenta praevia. These cases, as can 
readily be seen in the accompanying charts, were 
treated as follows: 47 delivered spontaneously, 
11 by Braxton Hicks version and extraction, 23 
by version and extraction, 40 by insertion of a 
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bag, 45 by cesarean section, 13 by rupture of 
membranes, 6 by forceps, 6 by packing, and 3 by 
hysterectomy. Some of the above methods of 
treatment were in combinations, such as packing 
until dilatation and then inserting a bag, or in- 
sertion of bag, and version and extraction after 
complete dilatation. However, for purposes of 
this paper, the most prominent feature of the 
delivery was used for statistics. 

In the second series, maternal deaths occurred 
seven times. One patient died of surgical shock 
after section, one died after rupture of membranes 
due to puerperal sepsis following a retained pla- 
centa, one died undelivered, one of postpartum 
hemorrhage, one of eclamptic toxemia, one due 
to puerperal sepsis, and one of shock due to loss 
of blood. The total maternal mortality was 3 per 
cent, and the gross infant mortality 36 per cent. 

The types of placenta praevia represented by 
this group were (see Chart 2) : marginal, 94 cases ; 
partial or lateral, 25 cases; central or total, 38 
cases ; cervical, 1 case ; and 36 cases were not diag- 
nosed as to type. The same chart also shows the 
methods of treatment for the various types of 
placenta praevia, and the number of deaths in 
each type and for each method of treatment. 

Of the 194 cases studied, forty-five were de- 
livered by cesarean section, and 149 by older and 
more conservative methods. The cases delivered 
by section showed a maternal mortality of 2.2 per 
cent, and a gross infant mortality of 15.5 per cent; 
the cases delivered by other methods showed 
maternal mortality of 4 per cent and an infant 
mortality of 42.2 per cent. 

Bill of Cleveland, in a series of 104 cases, 78 
per cent of which were treated by cesarean sec- 
tion, shows a maternal mortality of 1.92 per cent 
and an infant mortality of 30.76 per cent. Kellog, 
at the Boston Lying-In Hospital, in analyzing 
151 cases treated by insertion of a bag, and Brax- 
ton Hicks version and extraction, found 8.6 per 
cent maternal mortality and 54 per cent gross 
fetal mortality ; while the same author in a smaller 
series of cases treated by section found a maternal 
mortality of 3.6 per cent and an infant mortality 
of 22.7 per cent. 

oon the years 1927 and 1931 the Chicago 
Lying-In Hospital reports a series of seventy-six 
cases, 30.4 per cent of which were treated by 
cesarean section, with no maternal deaths and a 
gross infant mortality of 41 per cent. The de- 
partment of obstetrics and gynecology of the Uni- 
versity of Chicago, in a series of sixty-three cases 
from 1931 to 1934, 54 per cent of which were 
delivered by section, reports no maternal deaths 
and 22.2 per cent gross infant mortality. 

The decrease in both maternal and infant mor- 
tality in our second series of cases is no doubt 
due to: First, the better education of the mothers 
in the value of prenatal care; second, the recog- 
nition by the doctors of the potential gravity of 
even the slightest vaginal bleeding; third, the 
prompt initiation of proper and adequate treat- 
ment; fourth, the judicious and frequent use of 
the supporting measures, such as transfusion be- 
fore and after delivery, and proper intravenous 
medication ; and, lastly, the use of cesarean section 
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CHART 3.—Maternal and Infant Mortality (Cesarean 
Section and Other Methods) 
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as a method of choice in most cases of placenta 
praevia, regardless of type, rather than as a meas- 
use of last resort which will and has decreased 
both the maternal and infant mortality. 

3875 Wilshire Boulevard. 

DISCUSSION 

Tuomas F. Wier, M. D. (911 Medico-Dental Building, 
San Diego).—County and city hospitals are considered 
by many physicians dumping grounds for incurables, or 
places to send emergency patients to die. The report of 
Doctors Leon J. Tiber and J. L. Goldenberg of Los Ange- 
les shows excellent results, as treated in such institutions. 
Also that we are saving more mothers and infants by use 
of the cesarean section. It would be interesting to know 
what type of placenta praevia were sectioned, and how 
many of them were transfused before and after operation. 
Were the cesarean sections of the low cervical type? 
Were they packed? Perhaps the low-flap type of section 
has contributed very much in lowering the maternal and 
fetal mortality. Most of the public institutions are not 
prepared with donors who may be available for emergen- 
cies. If the physicians give their time and services gratis 


to the public, why could not the institutions require the 


healthy ones to be typed and be ready 


: themselves to 
render service to their fellow man? 


Henry A. STEPHENSON, M. D. (490 Post Street, San 
Francisco).—The authors have given us an enlightening 
discussion on a most difficult problem in obstetrics. Com- 
parison of the two periods shows a marked improvement 
in mortality of both mother and baby in the second period. 
Comparison of the figures shows a much more conserva- 
tive type of treatment in the second period, in that there 
was a much higher percentage of spontaneous births. 
Version and extraction did not prove so popular in the 
second period. We agree with the authors, as brought out 
by the authors in the latter part of their paper, that in 
certain well-selected cases cesarean section does give a 
much better result for both mother and baby. Certainly, 
fetal mortality is very greatly reduced when cesarean 
section is employed, and is probably the most forceful 
argument in favor of this procedure. 


2% 


E. M. Lazarp, M.D. (1930 Wilshire Boulevard, Los 
Angeles ).—The statistical review of the cases of placenta 
praevia on our services at the Los Angeles General Hos- 
pital from 1925 to 1934, by Doctors Tiber and Golden- 
berg, is of interest as showing the apparent greater safety 
of cesarean section in the treatment of these conditions 
than the other more strictly obstetrical methods. 

This is also in accord with the results quoted from 
other clinics. However, in evaluating these results, one 
must take into consideration the many factors which 
should influence the choice of method in any given case. 
Undoubtedly, with both mother and baby in good con- 
dition, and sufficient findings to warrant the diagnosis of 
placenta praevia, section, together with adequate sup- 
portive treatment, offers the best results for both mother 
and baby. 

The proper supportive treatment (intravenous gum 
acacia and blood transfusions, where indicated) should be 
emphasized. 
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In the first series of sixty-nine cases with a mortality 
of 6.9 per cent, there were twenty-seven cases of version 
and extraction with a mortality of 11 per cent, and twenty- 
one sections with a mortality of 4.7 per cent. The versions 
and extractions are divided into the Braxton- Hicks ver- 
sion and extraction, and “version and extraction.” 

It would be interesting to know how soon after the 
Braxton-Hicks versions, which presumably were done 
through an incompletely dilated os, the extraction was 
done. After a Braxton-Hicks version for placenta praevia, 
the labor should be allowed to proceed until complete 
dilatation before the extraction is completed. Also, in 
the “versions and extraction” how much dilatation was 
present ? 

The cause of death in one of these cases was rupture 
of the uterus; so, evidently, conditions were not favorable 
for a version and extraction. 

The second series of 194 cases, from 1929 to 1934, show 
better results. In this series, thirty-four cases of version 
and extraction without any deaths; forty by insertion of 
bag ; 45 by section, with one death; thirteen by rupture 
of membranes, with one death from puerperal sepsis; six 
by forceps; six by packing; and three by hysterectomy. 
In the case of the four other deaths, one undelivered, and 
one of postpartum hemorrhage, one eclamptic toxemia, 
and one from shock due to loss of blood, the method of 
treatment of the placenta praevia is not recorded. These 
figures show the fallacy of drawing any deductions from 
small series of cases, as pointed out by the authors, since 
we have thirty-four cases of version without mortality, 
as against twenty-seven cases of version and extraction 
with a mortality of 11 per cent in the first series. 

The value of such statistical reviews of our work is 
apparent, but in evaluating them we should ever keep in 
mind the numerous factors which need to be considered. 
Our final conclusion from this review must be that in the 
treatment of placenta praevia. Cesarean section should 
have a very important place; but that, before deciding on 
any method treatment, all factors must be taken into con- 
sideration and the other methods, such as the pack, the 
bag, and version, all have their definite place, and, lastly 
and probably most important, that proper supportive treat- 
ment by intravenous medication and blood transfusion 
should be used where indicated, whatever the method of 
delivery. 


PUBLIC HEALTH SIGNIFICANCE OF THE 
DIETARY HABITS OF PEOPLE 
ON RELIEF* 
LarsEN, M.D. 
San Francisco 


By Apert E. 


HERE are now about twenty million people 
in the United States on the active relief roll. 
Most of these have appeared on the “charity” list 
since the winter of 1930. This increase includes 
people from all walks of life: those who have been 
drifters and were used to the rigors of scanty 
living conditions, others whose living conditions 
were always borderline, and those w ho were ac- 
customed to the surroundings and habits which 
we associate with sedentary living. These people 
present a public-health problem of tremendous 
significance. They must be provided with a plan 
of living that is practical to the administration 
and economically possible with the available funds. 
This is, indeed, a matter of great complexity. 
SOCIAL WELFARE SUPERVISION 
A BIG BUSINESS 


BECAME 


The small group of trained social workers who 
were devoting their lives to problems of local sig- 
nificance a few years ago, suddenly found them- 


* From the Central Medical Bureau. 
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selves in the newest and biggest business of the 
United States. To distribute the huge sum of 
money necessary to operate this in the most effec- 
tive manner, to care for the wants of a totally 
dependent group completely, led to great con- 
fusion in the beginning. Methods that were adapt- 
able to small numbers of a more or less homo- 
geneous group had to be stretched to care for a 
heterogeneous group on a national basis. 


EMERGENCY RELIEF ADMINISTRATION 


The situation was actually an emergency and 
as such the Emergency Relief Administration was 
well named. Many methods were tested and dis- 
carded or modified with startling rapidity, and 
out of the chaos there seems to be emerging a 
well-organized and efficient system. Today the 
word “emergency” can no longer describe the situ- 
ation. Those who are close to the situation believe 
that these methods will be used to care for the 
people on relief for an indefinite period. With 
light beginning to show in the actual mechanics 
of the administration, sufficient time will be re- 
leased to study some of the implications of this 
movement. 


THE WELFARE SITUATION 
HEALTH 


AS A PUBLIC 
PROBLEM 


We shall not concern ourselves at this moment 
with the political, economical, or other possible 
considerations, but shall look upon this group as 
a public-health problem. There are many factors 
that may be considered under this heading, all of 
which affect health, as housing conditions, mental 
influences, opportunity for preventive procedures 
such as vaccination, availability of medical care 
and nutrition. We shall concern ourselves with the 
nutrition problem that these people present. 


One out of every six people in the United States 
must have an artificial world of living conditions 
prepared for them. They are almost entirely de- 
pendent on the theories and efficiency of the relief 
administration. Will improper care of these people 
produce public-health problems of far-reaching 
consequences, or can the administration deal with 
the group with foresight to prevent them? 


MORBIDITY STATISTICS OF CITIZENS ON RELIEF 

As physicians, we know that lifetime habits 
are not easily changed. A recent survey made in 
Boston has shown that the incidence of illness 
among people whose comfortable circumstances 
were suddenly reduced was a great deal higher 
than that in a corresponding group who were 
inured to the hardships of lower living conditions. 
With the standards of all reduced to a minimum 
for an indefinite period of time, these must be of 
such a nature that the group will have sufficient 
protection from the hazards of long-continued 
inadequacies. 


FOOD HABITS: FOOD BASKETS OR CASH 
EQUIVALENTS 
In the matter of food habits, we must con- 


sider the problem in a broad sense. In general, 
the people in rural districts who raise their own 
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produce will have access to a greater variety in 
amounts of food for less cost than in an urban 
center, where one is dependent entirely on what 
his cash allowance will purchase. Until March, 
1934, the people of San Francisco on relief were 
supplied with food by the commissary system, 
that is, boxes of food were distributed to families, 

fresh milk was delivered and, in addition, a weekly 
stipend was allowed for the purchase of fresh 
meat. After this date the system of providing food 
was changed to a cash basis. The budget of the 
clients was increased so that food could be pur- 
chased as they desired. Many discussions arose 
as to the effectiveness and desirability of the two 
methods. Surveys of various natures were made 
to determine a choice. The clients, when circular- 
ized, almost unanimously desired the cash basis. 
Some of the factors responsible for this choice 
were the variety of selection possible, the mental 
uplift in purchasing their food as other members 
of the community, the social implications of the 
relief box being dropped on their doorstep, and 
the complaint of the neighborhood grocers over the 
loss of business. The administration was in favor 
of the cash method because it reduced the over- 
head and prevented the waste attendant on the 
box. Many items of the boxes were never used 
because they did not happen to be the choice of the 
family. Such things as canned milk, cocoa, maca- 
roni and spaghetti accumulated on their shelves 
and were never used. 
EFFECTS OF 


THE TWO METHODS 


From a public-health viewpoint, one cannot say 
at present which method is the better. The only 
information at hand is the nutritional survey of 
4,500 children on relief made for the Department 
of Public Health of this city by Dr. J. C. Geiger 
and Dr. Paul S. Barrett in the latter part of 1934. 
This group had been receiving their food on a 
commissary basis for periods varying from six 
months to two years. The conclusion of the survey 
was that the nutritional status of these children 
was quite adequate. In 1932, in New York, the 
average sum per family for total maintenance was 
$51.35 per month. In 1935 it was $42.15 per 
month. Under the present food budget each per- 
son in a family is allowed eight cents per meal, and 
the percentage of malnutrition among children has 
risen from 13.5 per cent in 1927 to 18.1 per cent 
in 1934. Since the cash relief system has been in 
vogue, no statistics have been gathered in San 
Francisco. We are now only able to predict what 
might happen under the present system. The 
dietary requirements of the family are being sup- 
plied by standards computed from the Okey- 
Huntington diet; this allows between seven and 
eight cents per meal. Theoretically, this is quite 
adequate and the amount of cash supplied allows 
the client variation and selections of their choice 
of foods. This was worked out for the State of 
California and includes a greater proportion of 
fresh fruits and vegetables than the average relief 
diet elsewhere, which are higher in cereal, cereal 
products, dried beans, etc. While this list, if fol- 
lowed accurately, is quite adequate for the dietary 
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needs, there are certain practical difficulties which 
must be considered. A recent survey made by the 
Heller Committee to determine the food habits 
of people on relief has shown some interesting 
facts; people who have a minimum amount to 
spend select concentrated foods in preference to 
leafy vegetables and fresh fruits. The Heller 
Committee concluded that the average diet was 
deficient in vitamins B and C, in iron, and was 
below the normal caloric value. There are several 
reasons for this. The monotony of selection is 
probably an outstanding factor, as is shown by 
the desire for such articles as shredded wheat, 
peanut butter, and other tasty prepared foods. 
Whole-wheat bread was not purchased in the pro- 
portion one might have expected. When a family 
goes on a “taste bud spree” their budget becomes 
considerably unbalanced for a corresponding fol- 
lowing period. Another reason is that the rent 
provision in the family budget is low, especially 
for San Francisco. This means that people will 
select living conditions that are not in accord with 
their means, and will use their food money to 
make up the difference. These points suggest that, 
while the budget is theoretically sufficient to pro- 
vide adequate food, there will be periods of de- 
privation to meet these emergency expenses. Edu- 
cation as to the proper use of their money in 
purchasing foods is one thing theoretically, but 
to educate the masses to change from taste selec- 
tion to a physiologic selection is an ideal that is 
rarely successful, even with the individual living 
under the best of conditions. Even in a small, 
controlled community, whose families were care- 
fully handpicked and definitely represent the upper 
strata of relief clients, the entire life of the family 
must be planned to make both ends meet. A 
trained social worker must meet with the house- 
wives to determine what to buy with the budget 
money. Without such supervision it is a question 
whether they could come out on the work relief 
wages which they get without sacrificing standards 
of nourishment. 

We must assume, then, that the large mass of 
people on relief are going to live on borderline, 
if not inadequate dicts. No one is prepared at the 
present moment to predict the consequences of 
this deficiency. If economic conditions change 
favorably within a reasonable period of time, prob- 
ably very little harm will be done ; but if this group 
of people continue indefinitely on deficient diets 
we must predict the gradual appearance of its 
consequences. The lowered state of nutrition can 
very easily be a background for the development 
of such diseases as tuberculosis. Certain deficiency 
diseases are apt to appear. Already we have seen 
a considerable increase in pellagra; multiple scle- 
rosis is becoming quite common in clinic practice, 
and whether or not this is related to dietary defi- 
ciencies we do not know, though its incidence was 
considerably increased in Germany during the 
World War and postwar famine period. The 
condition of children’s teeth is particularly poor. 
Malnutrition is quite common and the chronic 
gastro-intestinal patient is prevalent. 
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PROBLEM OF SPECIAL DIETS 


From a purely medical point of view there is 
another great problem: that of providing special 
diets for patients. In an administration which 
must predict its costs and handle its people on a 
mathematical basis, there is not much leeway in 
prescribing diets that can be followed practically. 
Some time ago, whenever a special diet was 
ordered for a patient the physician’s recommen- 
dations and his diet list were broken down into 
its various items, the cost of each item computed, 
and the total amount of money required to pur- 
chase such a diet was added to the patient’s budget. 
The impracticability of this plan is quite evident. 
Each diet had to be considered individually, and 
a large staff was necessary to make the proper 
computations. Much delay was experienced and 
finally, in many instances, the diet had to be 
changed to meet with the economic possibilities 
of the administration. There was often consider- 
able dissatisfaction on the part of the patient be- 
cause certain expensive items of food were sub- 
stituted by less expensive items. We have recently 
changed this system so that now we have what 
we call SERA diets for many of the common 
conditions which require dietotherapy. We have 
evolved standards of smooth diet lists, Sippy regi- 
mens, low-fat diets, low and high caloric diets, 
and pellagra diets. All of these have computed 
values, and it is now only necessary for a phy- 
sician to recommend a certain kind of diet and it 
is put immediately into effect. The special diet 
department has thrown considerable light onto the 
type of thing that we are seeing medically. We 
find that there has been an increasing number of 
the chronic gastro-intestinal type of patient, for 
whom we must order smooth diets. Whether or 
not this is one of the results of poor-feeding habits, 
is difficult to say. It is quite evident, however, 
that if the various deficiency diseases and other 
diseases, such as tuberculosis, begin to increase, 
the cost to the state to care for these people will 
be greatly increased as a vicious circle begins to 
form. 

IN CONCLUSION 

To reiterate: one cannot say at the present 
moment just what is happening, and what the re- 
sults of possible inadequate food habits is having 
on these people. Preventive measures are always 
less costly than caring for a situation after it has 
arisen. Throughout the world, during this de- 
pression it is known that public-health measures 
were the first governmental function to be cur- 
tailed. Where millions had been spent in preven- 
tive work over a period of years, only a short 
period of time was necessary for public-health 
conditions to revert to a primitive state. To re-do 
this work will mean a probable expenditure much 
greater than the saving instituted by the curtail- 
ment over a short period of time. Whether or not 
this statement is applicable to what is going on in 
the United States, I leave to your thought and 
discussion. 


1124 Russ Building. 






















































































































































































































































PEPTIC ULCER: THE BEARING OF ITS 
SYMPTOMS ON THE INDICATIONS 
FOR OPERATION * 


By Artuur L. Bioomrie.tp, M.D. 
San Francisco 
Discussion by Fred H. Kruse, M.D 


V. R. Mason, M.D., Los Angeles; 
Los Angeles. 


., San Francisco; 
Rea Smith, M.D., 


HE question of just how the symptoms as- 

sociated with gastric ulcer are produced still 
remains a matter for debate. There are two main 
views: first, that direct irritation of the ulcer by 
food and by acid causes pain, and second, that the 
ulcer itself is not sensitive, but discomfort is pro- 
duced reflexly as a result of abnormal states of 
spasm or tension of one or another segment of 
gastroduodenal muscle. The former theory, sup- 
ported in this country by Sippy, has recently been 
reémphasized by Palmer;' Hurst, in England, 
on the other hand, regards ‘disturbances of motility 
as paramount.” Now, in order to deal intelligently 
with the surgical problems of ulcer it is advanta- 
geous to have a correct understanding of the 
genesis of symptoms. It is our purpose, there- 
fore, to analyze critically the evidence bearing on 
the two theories outlined above; evidence which, 
be it said in advance, favors entirely the motor 
theory and which is incompatible with the idea 
of direct irritation. 

Discussions of this subject are usually initiated 
by a summary of the literature on the sensibility 
of the alimentary tract. We shall forego this ex- 
cursion into a domain where even special workers 
disagree, and shall confine ourselves to clinical 
observation and experiment. 


THE EVIDENCE 
PAIN OF PEPTIC 
TATION OF 


AGAINST THE VIEW THAT THE 
ULCER IS DUE TO DIRECT IRRI- 
THE LESION BY ACID AND FOOD 


1. People with gastric ulcer may, for long 


periods, have no symptoms despite an abundant 
highly acid 


1 gastric juice. Perforation, for ex- 
ample, may be the first thing to call attention to 


a chronic ulcer; erosion of the whole thickness 
of the stomach wall has gone on without any dis- 
comfort. Conversely, it is common experience for 
the pain of ulcer to disappear entirely after a few 
days of rest even without the ingestion of alkali. 
Relief of this sort occurs before the x-ray shows 
any change, nor, as we have often demonstrated, 
is there any change in the degree of acidity. 
Even more conclusive are observations on 
patients who have “typical” ulcer pain, but who 
have no ulcer at all. If the typical syndrome can 
occur without an ulcer being present, then one has 
a clear demonstration that direct irritation of a 
raw surface is not essential to the production of 
the symptoms. 
Case 1—R. C. (No. 173556), a 32-year-old planer, 
entered the hospital with complaint of stomach trouble. 
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For ten years he had had frequent attacks of fullness, 
burning and gas in the epigastrium, coming on within 
a half-hour after meals and lasting several hours. Re- 
lief from soda, Watkins liniment, “pepsin,” etc. As he 
gave the story, it was indistinguishable from that so 
often obtained from ulcer patients. The attacks lasted 


several weeks and recurred at frequent intervals. 
Physical examination, blood count, urine and stool, 
were normal. The gastric acidity reached 138 after 


histamin with large volumes of secretion. X-ray study 
of the stomach and duodenum showed no suggestion of 
disease, and symptoms were controlled after adjusting 
some psychological difficulties and giving him bella- 
donna and bromid. 


This patient is, then, an example of a group 
commonly encountered who have “typical” ulcer 
indigestion, but no ulcer. The relief of pain here 
by soda is of interest (see below). 

Pertinent to this part of the argument are those 
cases in which symptoms persist in identical form 
after the ulcer has actually been cut out. 

Case 2.—R. W. (No. 181151) a 56-year-old gate- 
keeper, complained of stomach trouble for six years. 
There were bouts of epigastric distress coming on 
two to three hours after meals, relieved by food, olive 
oil, and magnesia, but always aggravated by soda. The 
gastric acidity was high, and the x-ray showed marked 
deformity of the duodenal cap. At operation there was 
a chronic duodenal ulcer, which was excised by a 
pyloroplasty of the Judd type. Convalescence was un- 
eventful, but symptoms persisted, and were only partly 
relieved by a strict Sippy diet. Six months after oper- 
ation the patient was having the same symptoms just 
as severe as before excision of the ulcer. The x-ray 
showed some deformity at the operative site, which 
the radiologist did not regard as a recurrence of ulcer. 
A month later he committed suicide. 


Here very clearly the sy mptoms which recurred 
immediately after the operation could not have 
been due to acid irritation of the ulcer, since it had 
been completely excised. 

Case 3.—L. L. (No. 82848) a 56-year-old decorator 
complained of burning in the stomach. He had been 
seen in this clinic over a period of years, but finally 
went to another city, where the diagnosis of gastric 
ulcer was confirmed, and in June, 1928, he was ex- 
plored. A gastric ulcer one centimeter in diameter 
was found on the posterior wall of the stomach, and 
a resection of nearly one-half of the stomach with 
posterior Polya type of anastomosis was made. The 
surgeon who operated wrote, “We see no reason why 
he should not now be well.” However, the symptoms 
persisted unchanged without even a period of tempo- 
rary relief. He was seen in this clinic over the next 
three years with his preoperative complaints persist- 
ing, distressful burning in the epigastrium coming on 
shortly after eating and lasting several hours. 
operation the gastric acidity was 80 per cent with 
Ewald meal. After operation three histamin tests all 
showed anacidity. 


Before 


In this case symptoms persisted unchanged after 
excision of the ulcer, and after the man had de- 
veloped complete gastric anacidity. Clearly, then, 
the symptoms could not be due to acid irritation of 
ulcer. 

4. Approaching the problem now from another 
angle we may refer to the occasional instance of 
gastric ulcer with anacidity in which, despite the 
absence of acid, there are exactly the same symp- 
toms as in those with hyperchlorhydria. 

Case 4.—W. S. (No. A20351), a 43-year-old sales- 
man, complained of upper abdominal pain. For ten to 
twelve years he had had discomfort, coming on one- 


half to two hours after meals. It was a dull, full, un- 
comfortable feeling. Symptoms became better and 
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worse from time to time and were to some extent 
relieved by smooth diet. X-rays showed an ulcer crater 
four centimeters in diameter on the lesser curvature 
about four centimeters above the incisura. Numerous 
histamin tests showed complete anacidity. 

Acid irritation could not have played a part in 
the symptomatology, since there was no acid in the 
secretions. 

Finally, it is possible with great regularity 
to produce pains resembling those of peptic ulcer 
by inflating small balloons in the duodenum. In 
the studies of Bloomfield and Polland* on ulcer 
patients, for example, the subject’s individual type 
of distress could usually be reproduced by this pro- 
cedure. Direct evidence of this sort allows only 
one conclusion, that the pain is due to tension and 
not to acid irritation. 


EVIDENCE FAVORING VIEW THAT PAIN 


TO ACID AND FOOD IRRITATION 


IS DUE 


Turning now to the arguments for the theory 
that pain is due to the direct irritation of the ulcer 
by acid, the main piece of evidence is the relief of 
distress which often (but not always) follows in- 
gestion of alkali. But can this relief be ascribed 
entirely to the neutralization of acid? The ade- 
quate dose of one or two grams of soda will 
neutralize 75 to 150 cubic centimeters of N /10 acid. 
At the time when soda is given there is usually 
a much greater volume of highly acid gastric con- 
tents containing large quantities of buffer sub- 
stances. Furthermore, as Bloomfield and Keefer * 
have shown, there may be very rapid cessation of 
alkalization if the stomach is emptying rapidly. 
Crohn® gives charts showing clearly that soda 
often abates the acidity of the gastric contents only 
for brief periods of time. Finally (see case R. C. 
above) relief of “ulcer symptoms” is often ob- 
tained in patients who have no ulcer and conversely 
(as in case R. W.) soda may fail to give relief 
when ulcer with hyperacidity is present. In some 
ulcer cases nonalkaline material, such as_ plain 
water or milk, may relieve, and one patient stuck 
to his story that a dose of Worcestershire sauce 
gave him more comfort than anything else. If one 
analyzes carefully the sequence of events after giv- 
ing soda, it is found that there is usually no im- 
mediate relief, indeed there may be a momentary 
exacerbation of pain. It is when the gas which 
has been generated by the acid-soda mixture is 
belched up that relief comes. Sometimes there is 
further pain, and eructation of more gas again 
brings comfort. 

All this indicates pretty clearly that one is not 
dealing simply with a chemical neutralization. It 
seems much more plausible that the pressure of 
gas liberated from the bicarbonate alters the state 
of tension of the pylorus or other part of the 
gastric wall which has been responsible for the 
symptoms so as to give relief; in brief the effect 
of soda harmonizes with the motor theory of 
“ulcer pain” fully as well as with the acid irrita- 
tion concept. 


The other important piece of evidence is the 
production of pain in ulcer patients by the in- 
gestion of acid. If pain invariably followed, this 
would indeed carry great weight, but all experi- 
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menters admit that it is only af times after in- 
gestion of acid that pain is reproduced. If pain 
is due to direct irritation of the ulcer by acid, why 
can this effect be produced today but not to- 
morrow; an ulcer on the skin surface would be 
uniformly sensitive to a given irritant. To explain 
this paradox some observers, such as Palmer, 
have qualified the theory to the effect that acid 
produces pain provided the ulcer is sensitive at 
the moment. But this qualification removes all the 
force of the argument, at least until one explains 
what makes the ulcer at one moment “sensitive” 
and at another anesthetic. 


SUMMARY OF THE EVIDENCE 


Summing the evidence up, then, it seems clear 
that direct irritation of the ulcer by acid chyme 
cannot explain the production of symptoms, at 
least in the majority of cases. On the other hand, 
everything points toward abnormal states of 
spasm or tension of the stomach or duodenum 
as being responsible. While this has been loosely 
spoken of as pylorospasm, it is not certain that 
the disorder is always localized at a single point. 
At any rate, such disturbances may arise reflexly 
from a variety of troubles in the abdomen, of 
which cholecystitis and appendicitis are notable 
examples, and it is highly probable that peptic 
ulcer also may be a stimulus to motor disturb- 
ances, which in turn are the direct cause of the 
“ulcer symptoms.” Tinally purely cortical stimuli 
may produce the same result in people who have 
no demonstrable organic disease of any sort. The 
whole matter may be diagrammed as follows: 


Tas_e 1.—Possible Explanation of Symptoms of 
Peptic Ulcer 


Cortical (psychic) { Reflexly lead to } 
stimuli -... abnormal] 

Lesions of st states of] 
ach (uleer, can- spasm or ten- | ‘‘Uleer symptoms” 
cer) { sion of stom- } (indigestion: 

Other abdominal| ach or duo- | 

lesions (chole- | denum which | 

cystitis, appen-| directly re- | 

dicitis, ete. . sult in ay 


ON INDICATIONS FOR SURGERY 


If the argument up to the present point is sound, 


we not only can explain the frequent failure of 
operation to relieve symptoms, but we are in a 
better position to point out proper indications for 
surgery. Let it be recalled that the ulcer is not 
the actual “sore spot” from which distress ema- 
nates. The ulcer is not painful as an open wound 
on the hand would be. It may, to be sure, be the 
starting point of a reflex which leads to motor 
disturbances directly responsible for symptoms, 
but in other cases the ulcer is probably only an 
incident in a broader syndrome featured by highly 
acid gastric juice and motor disturbances of the 
stomach. In the latter event excision will pro- 
duce no cure any more than treatment of retinitis 
will heal the sick kidney of Bright’s disease; this 
state of affairs is illustrated by those patients 
whose symptoms persist unaltered after excision 
of ulcer, as in the cases quoted above. If, on the 
other hand, the ulcer happens to be the “trigger 
zone” for the indigestion reflex, then excision 
alone can and will give relief. 
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Plastic operations on the pylorus and gastric 
resections obviously alter the motility of the stom- 
ach. If it should happen that such procedures 
wipe out the abnormality of tension which is 
responsible for indigestion, then the patient is re- 
lieved, but such a result can never be definitely 
predicted. It is a matter of chance. Here, we be- 
lieve, lies the explanation of why surgeons, after 
sixty years of operating on the stomach, still 
dispute as to where and how to cut and suture, 
always pursuing the illusion that some modifica- 
tion of technique will yield better results. The 
fact of the matter is that, with “medical” ulcer 
(7. e., in the absence of pyloric obstruction), pretty 
much the same results are reported by different 
men, with a variety of procedures. Whatever is 
done in a certain percentage of cases there is re- 
lief ; everyone has seen the occasional patient who 
even with his insides literally tangled by a series 
of unfortunate operations, nonetheless is perfectly 
comfortable; somehow or other the procedure, 
theoretically unreasonable, broke up his indiges- 
tion reflexes. In a further group no improvement 
takes place, or some patients may even be worse, 
regardless of what is done. 

What, then, emerges from all this as regards 
rational indications for operation, remembering 
that we are dealing only with “medical” non- 
obstructive ulcer which has failed to respond to 
non-surgical therapy? First of all, it seems wise 
to excise the ulcer, not because this guarantees 
cure—for it does not—but to eliminate the ulcer 
as a possible starting point for indigestion reflexes 
(see above). Secondly, the operation should in- 
clude a procedure which either by pyloroplasty, 

gastric resection, or gastro-enterostomy yields a 
very wide exit from the stomach. This in theory 
would seem to give the best chance of breaking 
up states of spasm and tension in the pyloric re- 
gion which may be producing indigestion, and will 
also allow maximum regurgitation of alkaline duo- 
denal contents which may promote the healing of 
ulcer. 

Patients with pyloric obstruction, perforation, 
adhesions, and other complications present special 
problems which we make no attempt to discuss 
now. 


SUMMARY 


The patient with long-standing indigestion and 
peptic ulcer (even without the complication of 
obstruction, large hemorrhage or perforation), 
who fails to respond to medical treatment sooner 
or later requires surgical consideration. We have 
attempted, on a basis of the pathologic physiology 
of symptoms, to outline rational indications for 
operation. The essence of the thesis is that “ulcer 
indigestion” is usually not due to actual soreness 
of the ulcer, but to abnormal states of tension and 
spasm of the stomach or duodenum (such as 
“pylorospasm”). Furthermore, it is maintained 
that the ulcer often is merely an incident in a 
broader syndrome of indigestion and hyperacidity 
which may present the same symptoms even with- 
out the presence of any ulcer at all. Inasmuch, 
however, as the ulcer may serve as a “trigger 
zone” for the motor disturbances which produce 
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discomfort, it seems wise to excise it if techni- 
cally feasible. This is especially true of gastric 
lesions, since they may become cancerous. Aside 
from excision of the ulcer, the making of a wide 
stoma is advised whether this be done by partial 
gastrectomy, by gastro-enterostomy, or by pyloro- 
plasty; this procedure would seem to offer the 
best chance of breaking up indigestion reflexes. 
But no operation so far ‘devised guarantees a cure, 
nor is it likely, for the reasons given above that 
any surgical sure cure will ever be found. The 
difficulty at bottom is a vice of motility which 
may persist after any sort of interference. 
Stanford University Medical School. 
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DISCUSSION 


Frep H. Kruss, M.D. (384 Post Street, San Fran- 
cisco).—Surgeons and internists agree fairly well on most 
of the indications for gastric surgery. Divergence of 
opinion concerns chiefly the proper procedures for the 
relief of the symptoms and complications of peptic ulcer. 

The persistent and chronically recurring peptic ulcer 
swings the pendulum to and fro, either as to the best 
medical or surgical treatment. The moot point in both, 
as Doctor Bloomfield has so well pointed out, revolves 
about the relative importance of motor irritability and 
spasm, or of acid irritation at the site of the lesion. His 
conclusions as to the indications for surgical assistance 
and the type of operation most likely to secure relief, are 
to be commended for their originality and departure from 
the stereotyped customary methods which too often fail. 

As one who still finds much practical usefulness in well- 
directed alkaline or neutralizing therapy, I must also 
acknowledge that the motor-spasm theory of both the 
genesis and persistence of peptic ulcer has much in its 
favor; but there are other deciding factors, the chief of 
which is the individual himself. 

The conclusions of Sippy, Brown, Abbott and, more 
recently, Palmer, that the effect of acid on smooth muscle 
causes the distress, never seemed entirely sufficient; but, 
on the other hand, the probability of its continuing an 
erosion and preventing healing, thus hindering alleviation 
of a condition which is producing pain, through excessive 
motor contraction or spasm in a susceptible individual, 
must be recognized. 

Physiologists have shown that the sensitiveness of the 
intestinal mucosa to the acid of the gastric juice increases 
from the duodenum down. If the duodenal mucosa were 
as sensitive to the acid gastric juice as the mucosa in the 
lower part of the ileum, everyone would probably have a 
peptic ulcer. Perhaps it is because of this relative resist- 
ance that duodenal ulcer is not more common. 

Horsley states that when a segment of the jejunum is 
united to the stump of the stomach in which the acid 
values are high, an excellent situation for jejunal ulcer 
is at once created. He states also that the larger portion 
of the stomach is physiologically ‘ ‘silent” as to symptoms. 
In the physiologically active part of the stomach along 
the lesser curvature, or at the pyloric end, lesions cause 
derangement of peristalsis, and produce symptoms such 
as pain, regurgitation, waterbrash, heartburn, nausea or 
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vomiting. Within recent years it has been demonstrated 
that at the end of normal gastric digestion, when the 
stomach has emptied its contents, and strongly acid gas- 
tric juice has accumulated, the pylorus opens and a reflux 
of alkaline duodenal contents occurs, reducing the acidity. 
A prolonged pyloric spasm or a mechanical obstruction, 
preventing this reflux, increases the tone and acidity, and 
the combination favors persistence of an ulcer. Such an 
organic lesion preventing this physiological process may 
require surgery. 

In a recent review in the American Journal of Digestive 
Diseases and Nutrition, Doctor Judd cited 857 cases of 
gastric ulcer where excision of the ulcer and gastro- 
jejunostomy were performed, and pointed out the infre- 
quency of jejunal ulcer in this procedure as a consequence. 
On the other hand, he noted the unsatisfactory results 
of gastrojejunostomy for duodenal ulcer, and the fre- 
quency of jejunal ulcer later. I cannot but feel that these 
results indicate the vicious combination of spasm and acid 
irritation. 


In my experience, gastric ulcers are easier to control 
and heal more readily and permanently on medical treat- 
ment of rest, diet and alkalies, than do duodenal ulcers; 
the exceptions requiring, of course, the procedure noted 
above, or in selected cases, partial gastrectomy. 

Finally, the treatment of peptic ulcer cannot be regi- 
mented. It is an individual problem, and to my mind the 
chief aspect of the problem is a study of the psyche, en- 
vironmental insults, and the type of autonomic nervous 
system possessed by the person under consideration. Any 
patient with peptic ulcer, without organic obstruction and 
other serious complications, who shows, in addition to 
deep peristaltic waves by x-ray, a generally nervous or 
hypertonic constitution, who takes worry unto his heart, 
and registers his mental state by his abdominal reactions, 
is a poor candidate for surgery, and apt to be one of its 
chronically disabled, no matter how persistent or long- 
continued or recurrent his symptoms have been. 


% 


V. R. Mason, M. D. (838 Pacific Mutual Building, Los 
Angeles).—It is particularly difficult to discuss this article 
because it deals primarily with physiological consider- 
ations, some of which are more or less hypothetical. It 
is certain, I think, that ulcers identical with the usual 
peptic ulcer, according to our methods of study, may 
occur with a total anacidity. It is certain, too, that pa- 
tients with hyperacidity may present symptoms indistin- 
guishable from those of peptic ulcer. It is also true that 
an occasional ulcer is silent. These facts lend weight to 
Doctor Bloomfield’s theory that an ulcer so situated and 
developed to a particular degree may be the trigger area 
for the symptomatology which we associate with peptic 
ulcer. There is a growing tendency to believe that the 
ulcer is a manifestation of a long-continued indigestion, 
and that the symptomatology varies with the degree of 
indigestion and the location of the ulcer. However, one 
must always keep in mind the possibility that peptic ulcers 
may have diversified etiology. In this regard a revival 
of interest in chronic gastritis since the use of the gastro- 
scope leads one to consider that gastritis and duodenitis 
may be a frequent accompaniment of peptic ulcer. Doctor 
Bloomfield’s suggestion concerning surgical treatment, and 
the imponderable factors which enter into any discussion 
of the type of operation, should be borne in mind before 
any patient is submitted to surgery. A study of the surgi- 
cal procedures offered for the past twenty years show 
many operations which have been abandoned for one 
reason or another; but, in addition, the tendency has been 
toward more radical operations with removal of the ulcer- 
ated area whenever this is possible. As an internist, I 
believe that the symptoms can usually be controlled by 
medical measures, but that hope of curing the ulcer 
permanently depends on proper surgical attack. This is 
certainly true in patients past the age of forty. 


2% 

Rea Smitn,* M.D. (1930 Wilshire Boulevard, Los 
Angeles ).—Doctor Bloomfield’s contention that ulcer pain 
is due to tension and muscular spasm, rather than to the 


* Deceased. 
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direct irritation of the open ulcer with the acid content 
of the stomach, is further borne out by the sudden and 
complete recession of symptoms with the change of en- 
vironment or occupation. 


I was for years closely associated with a surgeon who 
suffered from a duodenal ulcer, and as his summer va- 
cation drew near, in other words, as he became more and 
more tired, his symptoms increased so that at a certain 
hour every afternoon he was stretched upon the examin- 
ing table and given soda, administered to by his office 
force, to enable him to complete his day’s work. On the 
day of his departure for a summer vacation, which was 
always a fishing trip, he was able to pass his four o’clock 
hour without pain, eat a large dinner of things he had 
not touched for months and have no symptoms from his 
ulcer during his whole trip, including a long period of 
camp food. When he returned to work and had again 
gotten the effect of the nervous tension, incident to a sur- 
geon’s life, his symptoms invariably returned. That he 
had a large callous ulcer was proved by operation, fol- 
lowing perforation. 

This chain of events so impressed me that I have many 
times diagnosed duodenal ulcer from the history of the 
recession of symptoms on change of environment. None 
of these things could, of course, take place if the pain was 
due to contact of acid and food to an open ulcer surface. 

I think also the clinical observation among surgeons, 
that the ulcer syndrome must be cured by the first oper- 
ation, bears out the argument of Doctor Bloomfield. If 
the first operation for ulcer does not effect a symptomatic 
cure, further surgical procedures are usually of small or 
temporary benefit. If a second operation does become 
necessary, a radical resection of the ulcer-bearing area of 


the stomach and duodenum gives the most likelihood of 
a result. 


SYPHILIS AND BLINDNESS* 


By M. N. Betcerman, M.D. 
Los A ngeles 


HE progress made in the diagnosis of syphilis 

in the early part of the twentieth century, 
notably the introduction of serologic tests, was of 
great value in the etiologic study of ocular dis- 
vases. Within a short period of time, a large 
amount of material has been accumulated, indi- 
cating the syphilitic origin of many obscure dis- 
eases of the eye, and it has become increasingly 
evident that syphilis occupied a much more im- 
portant place among the causes of blindness than 
the early investigators were willing to admit. It 
was only after the World War, however, that a 
definite evaluation of the role played in this re- 
spect by the Spirocheta pallida, became possible. 
Facilities provided by the general census of the 
population in Germany in 1925, extensive public 
health surveys conducted in Soviet Russia _ be- 
tween 1920 and 1930, the work of special organi- 
zations during the last fifteen years in Great 
Britain and, finally, reports of single investigators 
from practically every civilized country, have fur- 
nished us with important up-to-date information. 
The object of this presentation is to collect the 
statistical data scattered throughout the literature 
of recent years, and to review them in the light 
of our present-day knowledge of ocular syphilis. 


PREWAR STATISTICS CONCERNING SYPHIUITIC 
BLINDNESS 


Table 1 will give an idea regarding the problem 
of syphilitic blindness in the prewar period. 


* Read at the first postgraduate assembly of the College 
of Medical Evangelists, Los Angeles, December 9, 1934. 
































Tape 1.—Syphilitic Blindness, According to Prewar 
Statistics 


Percentage 
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Author Year 
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It is clear, from this table, that the figures of 
the prewar period, varying within wide limits be- 
tween 1 and 15 per cent, are generally inconclu- 
sive. Most authors seemingly favored the lower 
brackets. 

BLINDNESS DUE TO SYPHILIS—IN 
POSTWAR PERIOD 


Y THE 


In the postwar period we have two sources of 
information regarding syphilitic blindness. On 
one side we still find reports of single investi- 
gators who have devoted their time and energy to 
the study of blindness in certain localities. These 
authors present comparatively small figures, but 
their contributions have the advantage of uni- 
formity in the methods of diagnosis and of gen- 
eral investigation. On the other hand, owing to 
the progress in public health work, a new and 
important type of research has come to existence. 
In a number of countries, special governmental 
and communal agencies have made extensive 
studies of blindness and its causes. As a result, 
large statistics dealing with many thousands of 
cases have become available for the first time. 

Table 2 shows the role played by syphilis in 
the causation of blindness according to postwar 
authors. 


A few explanatory notes will be advisable at 
this time. In 1921 N. Bishop Harman presented 
to the British Medical Association what still re- 
mains the largest tabulation ever reported by an 
individual investigator. In a home for blind in- 
fants, in the schools for the blind and partly blind 
of the London Education Committee, and in his 
private practice, he examined 4,288 blind persons. 
In this large group, comprising all ages and vari- 
ous social strata, Bishop Harman could definitely 
establish syphilis as the cause of blindness in 703 
cases, aside from a number of patients with “some 


Tasie 2.—Syphilitic Blindness, According to Reports 
of Single Authors in the Postwar Period 
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evidence of syphilis.” Among blind children of 
the school age, syphilis was present in the amaz- 
ingly large percentage of 33.31. 

R. Foster Moore, Basil T. Lang, Humphrey 
Neame, and P. G. Doyne published, in 1922, a re- 
port on “Some Causes of Amaurosis in Infants.” 
Among sixty thoroughly-investigated blind infants 
(some of them having been observed over a period 
of nine years), congenital syphilis was established 
in seven cases—four cases of chorioretinitis, two 
of optic nerve atrophy, and one of cataracts. 

Among 310 young inmates of institutions for 
the blind i in Halle and Barby (under twenty years 
of age), Igersheimer found that 17 per cent had 
evidences of syphilis. In 10.7 per cent of the total 
number, the loss of sight could be attributed di- 
rectly to lues. Considering, in addition, the cases 
of probable syphilitic blindness, Igersheimer esti- 
mated that congenital syphilis in his material was 
responsible for 10 to 15 per cent of all blindness. 

In the city of Cologne, in 1928, H. Utermann 
examined 220 blind persons. Syphilis, in his table, 
occupies the second place (15 per cent) next to 
myopia and retinal detachment (23 per cent). 

Smit and Merida presented small groups of 
cases examined in their respective countries ( Hol- 
land and Cuba), with a similar percentage of 
syphilitic blindness (16 and 14 per cent). 

Table 2 does not exhaust the material reported 
after the World War by individual investigators. 
Several other authors discussed the incidence of 
syphilis among blind people, without presenting 
any definite figures as to the percentage of syphi- 
litic blindness. Most significant among these is 
the report of Angelo de Masi on the causes of 
blindness in Apulia (Italy), published in 1931. 
De Masi was unable to ascertain the exact per- 
centage of blindness due to syphilis ; but consider- 
ing that a large part of the optic nerve atrophies 
(15 per cent of the blindness), of retinitis (11 per 
cent), and of other intra-ocular diseases were due 
to syphilis, he felt that syphilis occupied the 
second place among the causes of blindness, with 
trachoma at the first (19 per cent), and glaucoma 
at the third place (11 per cent). 


Of decided value, however, is the collective 
work done by oculists in several countries under 
the guidance of state organizations. In Germany 
the facilities of the general census of the popula- 
tion in 1925 were used for the study of blindness 
and its causes. Of the 33,192 blind persons regis- 
tered there that year, 18,911 were subjected to 
an ophthalmoscopic examination, and syphilis was 
established as the cause of blindness in only 3.84 
per cent. W. Feilchenfeld, the official interpreter 
of the Reich statistics, brought out the fact that 
blindness in late syphilis was usually classified 
under the heading of “Diseases of Nervous Sys- 
tem.” Adding these cases tothe original ones 
registered as syphilitic, Feilchenfeld figured the 
true percentage of syphilitic blindness in Germany 
to be between 15 and 20. 

In Soviet Russia considerable work has been 
done in the last ten years to clarify the problem 
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TasLe 3.—Relationship of Trauma and Trachoma 
to Blindness 


Country Trauma 

25.84% 
2.90% 
6.56% 


Trachoma 


Germany 
Italy ae 
EIEN: suearettnmienncens 


1.05% 
19.00% 
20.64% 


of blindness from an etiologic standpoint. In 1932 
Savaitov was unable to collect complete data re- 
garding 23,350 blind persons. Four sources were 
used by him: (1) records of eye hospitals; 
(2) reports of “flying squads,” headed by compe- 
tent oculists and sent for a.limited period of time 
into remote areas; (3) investigation of blindness 
by resident oculists; and (4) statistics of the In- 
stitute for the Blind in Moscow. It is interesting 
that the official figure of syphilitic blindness (3.62) 
given by Savaitov is almost identical with the one 
provided by the German census of the population 
in 1925. As in Germany, however, the classifica- 
tion of blindness in Soviet Russia was inadequate. 
There are reasons to think that a considerable 
number of “corneal opacities” (8.43 per cent), of 
retinal and choroidal diseases (5.62 per cent), and 
of “unknown etiology” (10.82 per cent), were in 
reality cases of syphilitic blindness, and that its 
factual incidence was no less than in Germany. 
No detailed figures are available in our litera- 
ture regarding the work on the causes of blind- 
ness of the “Special Departmental Committee” 
organized in the postwar period in Great Britain. 


We do have the following statement of Lawson 
based on the final report of the committee: “We 
learn that syphilis is responsible for no less than 
10 to 15 per cent of the blindness at present exist- 
ing in Great Britain.” 

In this country, 
sufficiently complete to permit final conclusions. 


statistics of blindness are not 


Only in one state, Missouri, the commission 
charged with administering pensions reported that 
“15 per cent of all blindness in those brought 
under investigation has been diagnosed by oph- 
thalmologists as due to syphilis.” 

“As we compare the incidence of syphilitic blind- 
ness in various countries, reported in the postwar 
period, we discover that in any of these countries 
it hardly deviates from the central figure of 15 per 
cent. This is an interesting fact, particularly if 
we consider the wide variations in the relative 
importance of other causes of blindness. Table 3 
shows, for instance, to what extent ocular injuries 
and trachoma participate in the causation of blind- 
ness, as reported in Germany by Feilchenfeld, in 
Italy by de Masi, and in Russia by Savaitov. 

It seems that the marked economic, social, and 
cultural differences which have a telling effect 
upon the occurrence of blindness, through injuries 
or from trachoma, matter little when it comes to 
the Spirocheta pallida. To this tiny organism all 
nations and countries are equal, whether agri- 
cultural or highly industrial, whether illiterate or 
occupying a leading position in the civilized world. 


SYPHILIS AND BLINDNESS— 


BEIGELMAN 


LUES AS A CAUSATIVE FACTOR 


The percentage of fifteen, established for syphi- 
litic blindness in modern times, places lues among 
the outstanding factors of blindness. The im- 
portance of this figure can be realized from the 
fact that although few systemic diseases fail to 
affect the visual organ, syphilis alone causes about 
as much blindness as the rest of systemic diseases 
put together. Under these circumstances we feel 
justified in going a little further and analyzing 
the ways in which the syphilitic infection manages 
to destroy nature’s most valuable gift—that of 
vision. 

While it is true that the syphilitic virus does 
not spare any part of the human eye, its affinity 
for various ocular tissues depends to a consider- 
able extent upon the stage and type of the 
infection. 


In early prenatal syphilis, blindness is usually 
due to an extensive chorioretinal lesion character- 
ized by large irregular deposits of pigment, by a 
discoloration of the optic disc, a narrowing of 
the retinal blood vessels, and a generalized atrophy 
of the chorioretina. This peculiar fundus lesion, 
which is of syphilitic origin in 70 per cent of all 
cases (Igersheimer), is rarely seen in clinics or 
private offices, but it is readily discovered in any 
large institution for the blind infants. It is fortu- 
nate that the pigmentary chorioretinitis results in 
a complete loss of sight in only a small number 
of cases. Much more frequently the igi ae 
scope reveals this characteristic picture only at 
the periphery of the fundus, with little or no effect 
upon the central vision. The diagnosis of the 
peripheral chorioretinitis is of considerable prog- 
nostic value: it has been established in recent years 
that infants born from syphilitic mothers, and 
presenting these pathognomonic fundus changes, 
are likely to develop eventually the most dreadful 
complication of late prenatal syphilis: interstitial 
keratitis. 


Whether we agree with some authorities that 
interstitial keratitis is always a manifestation of 
congenital syphilis, or whether we assume the 
possibility of other etiologic factors in a small 
number of cases the disease remains primarily 
a syphilitic lesion, It is unfortunate that anti- 
syphilitic therapy, even if conducted vigorously 
and from the onset of ocular symptoms, is of 
limited value in influencing the final results. The 
large postwar statistics (Igersheimer, 152 and 
Carvill and Derby, 357 eyes) prove that in the 
majority of cases interstitial keratitis leads to a 
marked deterioration of vision. In 6,8 per cent, 
according to Igersheimer, and in 109 per cent, 
according to Carvill and Derby, the outcome is 
blindness. But even with a final visual acuity of 
20/200 or 20/100, the patients, badly handicapped 
in the choice of occupation, are likely to become 
invalids and in time charges of institutions for 
the blind and weak-sighted. 

Pigmentary chorioretinitis and interstitial kerat- 
itis are unquesfiotrbhp the prevalent~catses 
blindness in prenatal sy philis. In a comparatively 
small group of blind people, stigmata of prenatal! 
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syphilis are found in association with such dis- 
eases of the eye as isolated optic nerve atrophies, 
congenital cataracts, hydrophthalmos, and congeni- 
tal microphthalmos. 


The multiplicity of ocular lesions is much more 
pronounced in acquired syphilis. Literally, not one 
of the variety of tissues in a human eye is spared 
by the acquired infection. The conjunctiva, the 
corneosclera, the retina, the uveal tract, the intra- 
ocular blood vessels, the optic nerve—all respond 
to the syphilitic virus by inflammatory or de- 
generative changes. Outstanding among them in 
the causation of blindness are lesions of. the optic 
nerve. The spirochetal invasion frequently results 
in an optic neuritis with a more or less extensive 
impairment in the conductivity of the visual fibers. 
While the inflammatory infiltration in these cases 
may be favorably influenced by early and inten- 
sive therapy, the recovery is too often only ana- 
tomical, and specific functions remain permanently 
damaged. 

In the degenerative type of optic nerve lesions, 
chances for the restoration or preservation of 
vision are negligible. In spite of the periodically 
appearing reports on the success of some new 
type of treatment, the prim iry optic nerve atro- 
phies of syphilitic origin are still the despair of 
both the patients and the physician. No matter 
how early the atrophy is diagnosed the patient 
must be considered a candidate for blindness, as 
the disease is always of the progressive type. It 
is significant that in this group of 300 cases of 
primary optic nerve atrophy Uhthoff could find 
only two cases that were definitely stationary. The 
primary optic nerve atrophy may not be respon- 
sible for 21 per cent of blindness, as was assumed 
at one time in France, but among all syphilitic 
lesions of the eye it is certainly the most danger- 
ous and uncontrollable. 

The only effective weapon we have at present 
in combating these atrophies is prevention. Oph- 
thalmologists of experience have noticed long ago 
that acquired syphilis, early and adequately treated, 
is rarely complicated by optic nerve lesions. To- 
day we have at our disposal numerous statistical 
data confirming what was originally only a clini- 
cal impression. In 1926 Asher- Fisher published 
a report on 175 cases of optic nerve atrophy 
studied with particular attention to the amount 
of specific treatment previously given. Only one 
patient had the history of satisfactory antisyphi- 
litic treatment, and in this case the optic atrophy 
was rather mild. In 1929, I. John analyzed for 
the same purpose the extensive material of Lind- 
ner’s clinic’in Vienna. He established that not 
one of the patients with primary optic nerve atro- 
phy had had in the past specific treatment ade- 
quate from the standpoint of modern syphilology. 

Very recently social workers have been im- 
pressed that a decline had taken place in the inci- 
dence of syphilitic infections of the eye. Let us 
hope that this decline, undoubtedly due to the 
work of public health agencies and of the medical 
profession as a whole, will continue until blind- 
ness from syphilis becomes a thing of the past. 

1930 Wilshire Boulevard. 
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N severe form, congenital ichthyosis is an ex- 

tremely rare condition, and it is unlikely that 
any one of us will see it more than once in a life- 
time of practice. While the pathology is well 
known, there are few clinical descriptions of the 
disease and almost none in the pediatric literature. 
A recent exception is a paper by Williamson. 

The term “ichthyosis” is derived from the Greek 
word for fish; but to most of us it will imme- 
diately call to mind the Harlequin fetus so graphi- 
cally illustrated in any obstetric textbook. In the 
less severe cases, the skin has more aptly been 
compared to a tortoise shell; skin of a baked 
apple; skin of potatoes boiled in water; morocco 
leather ; armor of crustaceans; bark of trees, etc. 
As the cases vary in severity, the whole appear- 
ance changes, giving rise to an extensive and con- 
fused nomenclature. 

The first noteworthy contribution to the knowl- 
edge of this condition was made by Riecke? in 
1900. He was able to gather fifty-four cases from 
a sparse literature. He divided these into three 


groups, depending upon the severity of the disease. 


ICHTHYOSIS CONGENITAL PAR EXOCHEN 

The first group, ichthyosis congenita par ex- 
ochen, is formed of those fetuses or infants who 
show extensive anomalies from birth. The entire 
body is covered with thick, tough, horny shields 
and plates, mostly of yellowish-gray color, and 
about 0.5 centimeter in thickness. They are of 
manifold configuration, round, oval, triangular, 
quadrangular, rectangular and of different sizes 
Between the plates, there are numerous fissures 
varying in width and depth, sloping down either 
abruptly and almost perpendicularly from the 
plate; or a gradual, slow transition takes place. 
Some fissures are provided with a thin epithelial 
covering; frequently, however, the corium is 
freely exposed. Hands and feet take no part in 
the formation of plates and fissures. In most 
cases the hands and feet are clubbed, and they are 
covered by smooth, shiny, tough, thickened skin. 
The genitals are normally developed in some cases, 
in others they are rudimentary. Ectropion of their 
skin-folds is the rule. 

just as typical as the abnormal condition of the 
skin are the anomalies in the form of the face that 
are found in the individuals belonging to this 
group. Lanugo hair covering is frequently absent, 
and cilia and supercilia frequently do not develop. 
The eyelids are rudimentary in the form of horny 
plates and in the position of extreme ectropion, 
so that the conjunctiva is prominent in the shape 
of a raw, red tumor, below which the otherwise 
normal eyebulb is hidden. The nose is flattened, 


* Read before the Pediatric Section of the California 
Medical Association at the sixty-fourth annual session, 
Yosemite National Park, May 13-16, 1935. 
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Fig. 1—Baby E. D., age 6 hours, showing character of 
the skin and special organs. 


frequently barely rising above the level of the 
surrounding skin of the face. The nasal openings 
are narrowed, and occasionally only one is found 
patent. Both lips are highly ectropionized, so 
that both alveolar processes are well seen. The 
mouth is continuously open, resembling thus the 
mouth of fishes. The lobules of the ears are never 
distinctly developed. Occasionally, the formation 
of the ear is indicated only in the skin of the ear, 
the lobules of the ear being as in bas-relief. The 
presence of the auditory canal may in most cases 
be demonstrated by sounding only, since it is a 
very narrow fissure. 

The whole picture presented by this group is 
so typical that diagnosis is readily made. Most 
are prematurely born and die in the first three days 
of life. One case is reported to have lived nine 
days, and the longest—nineteen days. The cause 
of death is obscure. 


ICHTHYOSIS CONGENITA LARVATA 


The second group Riecke has named ichthyosis 
congenita larvata. It comprises those infants with 
symptoms of group one in more or less modified 
form. These were in large part full-term infants, 
and skin symptoms varied in the degree of their 
development. In some cases, while there are 
marked anomalies in the formation of the face, the 
skin may be of more or less normal appearance. 
In other cases, plate formation and fissuring of 
the integument is the most striking symptom, 
while the face shows only very little abnormality. 
Or, on the other hand, the slightly scaling skin 
presents numerous folds all over the body, so that 
it appears to be loose and too wide; on the ex- 
tremities, however, it may be tightly adherent to 
the subcutaneous tissue, thin, shiny and desquamat- 
ing in large flakes. Frequently the skin over the 
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whole body is thin, atrophic, parchment-like, dry, 
shiny and traversed by fissures and furrows, and 
covered with scales of tissue-paper character. To 
this latter condition refers the comparison to thin 
collodion film made by some authors. 


Infants in 
this group may live a long time. 


ICHTHYOSIS CONGENITA TARDA 
Riecke’s third group he terms ichthyosis con- 
genita tarda. The anomalies previously mentioned 
are absent or present in a mild character at birth; 
but develop after days, weeks or months. With the 
appearance of these symptoms, the general devel- 
opment of the entire individual is affected. These 


patients live indefinitely, depending upon the final 
degree to which the ichthyosis progresses. 


REPORT OF CASE 

Baby E. D., female, referred by Doctors Stephenson 
and Dallas, was a first child. The mother and father 
were healthy young adults, and neither gave a history 
of a skin disease. ‘The mother was born in an Ameri- 
can relief mission and knew nothing whatsoever of her 
own parents. The father, a Dane, had four sisters 
and brothers who were well. Both parents had nega- 
tive Wassermann and Kahn tests. 

This was the first pregnancy and the baby 
term, April 3, 1934, weighed slightly more than six 
pounds. She was first seen a few hours after birth 
and presented a picture that was both unusual and 
repellent. The skin of the face, anterior body and 
extremities was thin, shiny and smooth, and seemed 
too loosely attached to the underlying tissue. On the 
face and forearms it was tightly stretched and ap- 
peared too small; on the lower body and legs it hung 
lightly and seemed a size too large. The likeness to 
skin, which had been painted with collodion, was 
strikingly accurate. There had been a spontaneous 
subcutaneous hemorrhage in the region of the um- 
bilicus. When the legs were extended the skin 
crinkled like heavy waxed paper, and with flexion it 
readily burst to produce shallow fissures. Over the 
infant’s back the skin was wrinkled and rough, and 
conformed to the common appearance of ichthyosis 
in later life. 

Regional examination showed the scalp of the same 
general texture as the skin in other parts. There was 
a copious growth of normal hair and lanugo was 
present over the body. Eyebrows and lashes were not 
observed, and the eyelids were soon pulled apart by 
skin tension. Severe ectropion and a less marked 
eclabium appeared shortly. The nose was small and 
bound down to the degree that it was white in color. 
The ears were undersized, thickened and hard. The 
hands and feet were yellowish-white from pressure 
anemia, smooth, shiny, and withal appeared as though 
carved in wax. The fingers and toes were held in 
flexion; felt firm and resistant to touch. Their mo- 
bility was limited. The nails were normal. 

Routine laboratory examinations, including Wasser- 
mann and Kahn tests, were negative 

During the first few weeks of life, the general ap- 
pearance of the infant became progressively more 
appalling. The ectropion increased in degree and a 
stubborn conjunctivitis developed. The skin was kept 
well oiled, but desquamation was constant. Once daily 
the baby was subjected to soap and water, and what 
might be termed “general debridement.” At this occa- 
sion large and small flakes of skin were removed in 
great abundance. 

The patient was dismissed from the hospital at age 
two months. She was artificially fed and weighed 
nearly two pounds over birthweight. Desquamation 
continued to the degree that scales covered the floor 
at every office examination When the child was three 
months old huge portions of the scalp peeled off and 
the hair came with it. There was left only a single 
small tuft of hair at the vertex. Later, the scalp con- 
tinued to desquamate; but in smaller flakes and the 
hair grew undisturbed. Shedding of skin from the 


, born at 
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body, while universal and continuous, was no longer 
in huge pieces. The ectropion subsided and the hands 
and feet assumed an appearance similar to the rest 
of the body. 

At the age of a year, the baby weighed nearly nine- 
teen pounds, was well nourished and general develop- 
ment had not been retarded. She could walk a little 
and was able to speak a few words. 

A skin biopsy was performed when the patient was 
age nine months, the tissue being removed from the 
lower back. The pathologist reported thickening of 
all layers of the epidermis and slight diminution in 
elastic fibrils. There were no abnormalities of the hair 
follicles or sweat glands. The diagnosis was hyper- 
keratosis and parakeratosis (as in ichthyosis). 


COM MENT 


As far as I can find, this is the first case of 
ichthyosis with collodion skin which has survived 
more than a very short time, and it is noteworthy 
that the disease did not interfere with the general 
development in detectible degree. 

The continued observation here permitted seems 
to disprove a popular explanation of the cause of 
the disease pronounced by Bowen® in 1895, and 
reiterated by Kingery* in his excellent paper 
written as late as 1926. Bowen draws attention to 
the epitrichium of certain of the lower animals. 
This is found in the embryo as a distinct outer 
membrane which covers the hair development of 
the animal, and is later cast off. In man and some 
other animals, an homologous epitrichial layer of 
large polygonal cells, granular in appearance and 
with large nuclei, was observed by him in embryos 
of from two to three months. This was considered 
a definite and distinct histological layer, and was 
found to disappear over most parts of the body 
by the sixth month. 


Bowen assumed that the cutaneous phenomenon 


in ichthyosis was due to the persistence of the epi- 
trichial layer which had preserved its integrity up 
to the time of birth, instead of being cast off by the 
seventh month as in a normal fetus. Exfoliation 
then occurred after birth to reveal a normal integu- 
ment. The author reports a case with collodion 
skin and refers to two other well-known reports 
in the early literature. In all of these the collodion 
pellicle stripped off in large pieces as in my case; 
but none had ectropion nor articular fixation, One 
patient died three days after birth; the other two 
were reported nearly normal after extensive peel- 
ing of the pellicle. 

The last slides I showed clearly demonstrated 
a markedly abnormal skin in patient E. D. and 
exfoliation continues to a striking excess at the 
age of one year. It seems impossible to accept 
Bowen’s intriguing theory as an explanation. 

Except that several authors have noted the thy- 
roid absent or improperly developed in patients 
with ichthyosis and deficient thyroid function dur- 
ing intrauterine life may be a factor in causation ; 
there are no other likely theories regarding etiol- 
ogy in the literature. 

The pathology is reviewed in detail by Hess and 
Schultz,” who present a comprehensive necropsy 
report on a case of their own. In all, there is much 
confusion and some diversity of opinion, and I 
can do no better than present the conclusions of 
these authors that ichthyosis “is a condition, hav- 
ing its origin in the fetal period of development, 
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the most striking feature of which is marked in- 
crease in the horny layer of the epidermis and 
abnormal hornification of the epithelial skin struc- 
tures. The hyperkeratosis, which becomes the 
predominating element in the pathologic process, 
is believed to be the result of a preceding stage 
of hypertrophy and hyperplasia of the skin.” 

There is no satisfactory treatment for this 
disease. The frequent, generous application of oil 
kept the skin smoother and improved the general 
appearance of the baby but had no other effect. 
Salicylic acid ointment proved cleaner than oil and 
was more effective, especially on the face. In the 
diaper area the skin was usually more normal than 
elsewhere ; but this was not so after the baby was 
trained. 

Fox* long ago advocated the use of thyroid 
extract in treatment and the thyroid gland has 
been found small or absent at some necropsies, as 
has been stated. There are no reports of striking 
improvement with glandular therapy, however. 

490 Post Street. 
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DISCUSSION 


Tuomas J. Crark, M.D. (400 Twenty-ninth Street, 
Oakland).—Doctor Seitz is fortunate in having experi- 
ence with such a rare case of ichthyosis, a baby at birth 
showing persistence of the embryonal epitrichial mem- 
brane. The more so is he fortunate in seeing the baby 
survive. 

The common type of ichthyosis, although an hereditary 
abnormality of the epidermis and its appendages, gives 
no particular signs of the skin changes at birth: an inter- 
val of growth of two or three years for the babe takes 
place before the dryness of the oil system, with the thick- 
ness and harsh scaling of the skin, 1s noticeable. 

In these common types the ichthyotic skin seems to be 
the single barrier to normality. The dry, rough skin will 
persist throughout life. The lack of sebaceous balance 
must be compensated by the use of artificial fats and oils 
rubbed in to the skin. 

By contrast, the babe at birth covered by the epitrichial 
vestigal membrane is so handicapped that death ensues 
shortly after it is born. Inability to nurse and lack of 
sleep are the fatal factors. 

No satisfactory explanation has been given by em- 
bryology for the retention of the fetal epitrichial layer 
till the time of birth in this type of ichthyosis. In normal 
babies this membrane probably disintegrates and becomes 
a portion of the vernix caseosa. In these cases the vernix 
caseosa is lacking, probably due to the atrophy of the 
sebaceous glands. 

Report of Case.—I wish to report another case of ich- 
thyotic membrane persisting at birth in a girl baby that 
survived and is now almost two years of age. This baby 
is the twelfth child of its mother, who is forty-five years 
of age, well and strong. Both she and her husband are 
of Nordic parentage and neither are ichthyotic. Her sixth 
and seventh full-term babies were ichthyotic, and both 
died a few days after birth. She has given birth, there- 
fore, to three ichthyotic babies. She has now nine living 
children; eight are normal, and this last one ichthyotic. 
She reports that her mother’s sister, who is over fifty 
years of age, has an ichthyotic skin. 

This baby was in a precarious condition for ten days. 
It was carefully fed and persistently anointed. When the 
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false membrane, much like a sheet of cellophane, had 
exfoliated, the baby’s skin showed dryness, was cyanotic, 
and lacked the abundance of subcutaneous fat normally 
present. As the babe grew, the skin gave the appearance 
of the common type of ichthyosis. 

*® 

Ernest K. Stratton, M.D. (490 Post Street, San 
Francisco).—Through the courtesy of Doctor Seitz, I had 
the privilege of seeing the patient herein reported on two 
different occasions—-first, while it was still in the hospital 
(aged four weeks), and again when it was nine months 
of age. When I first saw the patient, the skin on most of 
its body truly resembled that of a baked apple. With such 
a generalized involvement, the marked ectropion and the 
fixation of the skin on its hands and feet, I did not see 
how it could possibly survive; yet, a few months later, the 
child resembled a normal one, with the exception of the 
ordinary ichthyosis which Doctor Seitz has mentioned. 

I think Doctor Seitz is to be congratulated on the skill 
and perseverance which he gave to this case. For without 
such intelligent handling the case report would have in- 
cluded, in all probability, the necropsy findings as well. 

The biopsy taken at the age of nine months showed 
a moderate ichthyosis only. I would like to have seen a 
section of skin from the “collodion” areas taken earlier 
in the baby’s life. 

I agree with Doctor Seitz regarding the classification 
of this case. It is mixed, belonging partly in the second 
group, “Ichthyosis congenita larvata,” and partly in the 
third group, “Ichthyosis congenita tarda.” 

# 

Donan A. Da.ias, M.D. (490 Post Street, San Fran- 
cisco).—Doctor Seitz has presented a report of a case 
very rare in medicine, and I think that he should be con- 
gratulated on his excellent work in keeping this unusual 
child alive and well. 

This baby was delivered by low forceps after a normal 
pregnancy and labor. I was astounded at the appearance 
of this child on delivery. It was a deep purple in color, 
with the exception of a few areas over the body, the nose, 
the palms of the hands, and the soles of the feet, which 
were the color of ivory. The skin over most of the body 
appeared to be transparent, was smooth, and glistened in 
the light. It was not until the skin began to dry that it 
took on the characteristic wrinkled appearance. The child 
cried lustily immediately after birth, and its general con- 
dition seemed good. I thought, however, that it would 
surely die within a few days; but under Doctor Seitz’s 
care it has thrived. I hope that the progress of this un- 
usual child will be reported at future meetings of this 
section. » 

we 

Doctor Seitz (Closing).—I wish to reaffirm my obser- 
vation that no distinct epitrichial membrane was identified 
in the case reported here. While desquamation was more 
pronounced in earliest infancy, it continued abundantly 
during the whole first year, and I cannot convince myself 
that this persistent and universal shedding has been caused 
by a retention of the fetal epitrichial membrane. 


AGRANULOCYTOSIS* 


By O. C. Rattspack, M.D. 
Woodland 
Discussion by Olin H. Garrison, M.D.., 


Stacy R. Mettier, M.D., San Francisco; 
M.D., San Francisco. 


URING the past few years, the condition 

commonly known as agranulocytosis has ap- 
peared with great frequency in the medical litera- 
ture and before scientific gatherings. However, 
one has but to glance at the literature to be aware 
of the divergence of opinion and confusion of 
ideas which have been presented. It would seem 


Oakland; 
Fred H. Kruse, 


* Read before the General Medicine Section of the Cali- 
fornia Medical Association at the sixty-fourth annual 
session, Yosemite National Park, May 13-16, 1935. 
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worth while to review this information and to 
attempt to coordinate it. 

The condition is generally regarded as a fulmi- 
nating illness of unknown ‘etiology, characterized 
by a marked reduction in the total number of 
white cells and by a great reduction in the per- 
centage of granulocytes, unaccompanied by nota- 
ble anemia, in which both hypoplastic and hyper- 
plastic myeloid tissue have been described.’ 


NOMENCLATURE 

Various authors have proposed different names 
for this same condition, on the basis of a correct 
descriptive nomenclature. The term “agranulo- 
cytosis” was applied to the condition by Schultz ? ; 
in his original description. Friedmann * added 
the term “angina” because of the frequent occur- 
rence of painful throat lesions. Baldridge and 
Needles* applied the term “idiopathic neutro- 
penia.” Schilling ® suggested “malignant neutro- 
penia.”” Other terms, such as agranulosis, granulo- 
cytopenia, and pernicious leukopenia, have been 
proposed. For the purposes of this paper, it 
makes little difference what term is used so long 
as we are certain that we are discussing the same 
condition. 

HISTORY 


Pepper,* in his history of malignant neutro- 
penia, is of the opinion that the disease was de- 
scribed some fifty years ago in the laryngological 
texts under the heading of “putrid sore throat,” 
or “gangrenous angina.” He states that- probably 
the first case reported in this country was that of 
Brown and Ophiils,’ in 1902, as a fatal case of 
“acute primary infectious pharyngitis.”” However, 
it was not until Schultz * described his four cases, 
stating that he believed the disease represented a 
distinct clinical entity, that the condition was 
brought into sharp relief. Following the report of 
Lovett * in 1924, interest was stimulated in this 
country, and since then the literature has fast 
multiplied. 


ETIOLOGY 


Many authors have taken the stand that the dis- 
ease is not a clinical entity but, rather, a syndrome 
common to many pathological conditions." It 
is a known fact that a leukopenia and neutropenia, 
of severe grade, may occur secondary to aleukemic 


leukemia,’® aplastic anemia,’ sepsis,*'*?* arsenic 
poisoning,'*'®» benzene poisoning,'’® and following 
the administration of the arsphenamins.’? How- 
ever, numerous case reports have appeared where 
these factors are totally absent and, as pointed 
out by Jackson,’* this fact should not militate 
against an entity any more than the fact that a 
pernicious anemia picture may occur with dibo- 
thyrocephalus infection, with carcinoma of the 
stomach and following gastric resection militates 
against pernicious anemia as an entity. Also, 
in the case of aleukemic leukemia, there is usu- 
ally evidence of a disturbed erythropoietic and 
thromboplastic function, as well as myelopoietic, 
and the same is true of the arsenicals and benzene. 
So the blood picture itself is not that of a true 
granulopenia. 
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Sepsis or infection as an etiologic agent has not 
been a universal finding in all cases, as pointed 
out. Also Jackson,’* Roberts and Kracke,’® have 
reported the typical picture preceding the onset 
of sepsis or an infection. Efforts to experimen- 
tally 2»? produce the condition by means of an 
infective agent have failed to produce the typical 
picture. The frequent occurrence of a sepsis is 
probably best explained as an invasion of a rela- 
tively defenseless organism as a result of the 
granulopenia. 

Pepper” has suggested the possibility of allergy 
as an etiologic agent. Schilling® produced a 
picture somewhat similar to agranulocytosis by 
means of anaphylactic shock. Bromberg and Mur- 
phy ** and Kracke,** each have reported a case 
following prophylactic vaccination against typhoid. 
Jackson and associates** state they have seen cases 
develop following administration of sera and anti- 
toxin. However, allergy has not been a universal 
finding, and would not seem to be a major etio- 
logic factor. 

The fact that there are instances of onset of 
the disease coincidental with menstruation, as re- 
ported by Thompson * and Jackson, et al.,*° and 
the periodicity of attacks occurring at regular 
intervals in the case of Doan ** and that of Rut- 
ledge, Hansen-Pruss and Thayer** have suggested 
the possible réle of some endocrine disturbance. 
However, the menstrual relation in the case of 
Thompson and that of Jackson could be explained 
on the basis of chance occurrence alone, and the 
fact that the relationship is only an occasional 
finding would seem to minimize it as an etiologic 
factor. In Doan’s case he states that there was 
no menstrual relationship with the attacks. There 
has been to date no majority of cases which have 
demonstrated an associated endocrine disturbance. 
Thus it would seem that the endocrine factor was 
not a consistent one. 

With the announcement a year ago of Madison 
and Squier *® that in fourteen consecutive cases 
of typical agranulocytosis, amidopyrene, either 
alone or in combination, had been ingested previ- 
ously, and that in the six cases of patients who 
continued to take the drug the mortality was 100 
per cent, whereas in the eight in which the drug 
was discontinued the mortality was but 15 per 
cent, served to focus attention upon the relation- 
ship of this drug to the syndrome. Also, the posi- 
tive relationship seemed to be strengthened by the 
fact that in two of the cases following recovery 
a positive temporary granulopenia was produced 
by a single small dose of the drug. Following this 
announcement, there were additional reports by 
Rawls,*° who also was able to produce a recur- 
rence in one patient after administering 280 grains 
of the drug. Hoffman, Butt and Hickey,*' Wat- 
kins,** Fitz-Hugh,®** and Randall,** pointed out a 
similar relationship. However, Jackson,* in an 
analysis of twenty-seven cases in which he pos- 
sessed complete data relative to medication, found 
that in only seven cases could the drug be re- 
garded as responsible for the condition. Similarly 
Seeman,** in analyzing thirty-six cases, found that 
in but thirteen had amidopyrene been taken. 
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Rawls states that in two hundred patients who 
had been taking amidopyrene regularly, two de- 
veloped a granulopenia. Due to the fact that in 
the series of Madison and Squier *® and Wat- 
kins,*? barbiturates had been frequently taken in 
combination with amidopyrene, it was felt that 
perhaps the former possibly played a part. How- 
ever, to date there have been no cases in which 
a barbiturate alone has been responsible. This fact 
would seem to exonerate the drug. In June, 1934, 
the Council on Pharmacy and Chemistry of the 
American Medical Association, after investigating 
this phase concluded: “As far as can be learned 
from the evidence at hand, there can be no ques- 
tion that amidopyrene is very important in the 
production of granulocytopenia. . . . In the sec- 
ond place, no definite case has been reported in 
which a barbiturate alone has been responsible. 
There is no doubt that many cases of granulo- 
cytopenia have occurred in which amidopyrene 
has never been taken.” This evidence would seem 
to incriminate amidopyrene as a factor in pro- 
ducing granulocytopenia, but certainly proves that 
it is not the universal etiologic factor. 


During the past year a similar relationship be- 
tween dinitrophenol and the disease has been 
reported by Hoffman, Butt and Hickey,*7 Bohn,** 
Davidson and Shapiro,*® Dameshek and Gargill,*° 
and Silver.*! This fact, therefore, should be re- 
garded when administering the drug for thera- 
peutic purposes. 

Hart ** and Zinninger ** have reported the occur- 
rence of a malignant neutropenia in two sisters. 
This fact has suggested the possible rdle of a 
familial tendency. However, this observation has 
not been constant and would seem not to be of 
importance. 


When all factors have been considered, there is 
no doubt that certain chemicals and toxins can 
produce an agranulocytosis. There still remains a 
group of cases for which no etiologic agent has 
been demonstrated. That these may constitute an 
entity is possible, but as yet this is not proved. 


PATHOLOGY 


Studies on bone-marrow pathology have been 
confusing, as some*#**4%47-48 have reported “granu- 
locytic aplasia,” while others'® #*5°:545? have found 
a normal or increased myeloid activity. However, 
in the latter studies there is an absence of the 
mature granulocytes. Some have reported the 
presence of myelocytes, and others have found 
nothing beyond the development of so-called 
“stem” cells. Fitz-Hugh and Krumbhaar,** in a 
thorough study of three cases, had similar find- 
ings and postulated their theory of “maturation 
arrest.” Custer,°? after studying the bone marrow 
of eleven cases, had similar findings in nine, with 
a moderate hypoplasia in two, although the quali- 
tative changes in these two were of the same 
nature ; and he is inclined to agree with the theory 
of “maturation arrest.” Jackson,’* after examin- 
ing the marrow of twenty-five fatal cases, found 
no evidence of a hypoplasia in those dying early 
in the course of the disease, while in those patients 
who survived the ravages of infection for a period 
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of eight to twenty days, the bone marrow was 
found to be relatively hypoplastic. These findings 
may serve to explain to some extent the hereto- 
fore apparently opposite findings by different 
writers. Jackson also found no granular cells de- 
veloped beyond the “stem cell” stage. He also 
would agree with the theory of “maturation arrest” 
of Fitz-Hugh and Krumbhaar. It would seem that 
the majority are in agreement that the erythro- 
poietic and thrombopoietic elements are undis- 
turbed, and when changes are shown here it is 
probably secondary to the toxemia or sepsis which 
has complicated the picture. 


Ulcerative and gangrenous lesions of the oral 
cavity, gastro-intestinal tract and vagina are fre- 
quently described as brawny and edematous in- 
durations showing an absence of polymorphonu- 
clear leukocytes. Certain minor changes of the 
liver, spleen and lymph nodes have been described, 
but are generally regarded as secondary to the 
toxemia or an accompany ing sepsis and not part 
of the agranulocytosis. In the cases complicated 
by sepsis those lesions common to any sepsis are 
described. 


CLINICAL PICTURE 


The clinical picture in general may be said to be 
characterized by a rapid or sudden onset, marked 
prostration, fever, headache, malaise, chills, sore 
throat, ulcerating lesions of the oral cavity and 
gastro-intestinal tract, and by extreme leukopenia 
and neutropenia unaccompanied by notable anemia. 

The condition occurs far more commonly in 
women. Hueper,®* from the literature, found 77 
per cent in females as against 23 per cent in males. 


In Lichtenstein’s ** series there were twenty-four 
females and three males, or 89 per cent females. 
In Jackson’s ** series of 103 cases, eighty-three 
were found to be females and twenty males. 

The incidence of the disease is greater in mid- 
adult life. It is very unusual for it to occur under 


the age of ten. Dameshek and Ingall ** collected 
eleven cases from the literature under the age of 
ten, and reported two additional cases, one aged 
two, and one a child of sixteen months. Both were 
preceded by purulent otitis media. In the Jack- 
son '® series, there were none under the age of 
ten years. Beck? states that practically all cases 
occur between forty-one and fifty-eight. The 
greatest incidence in Jackson’s*® series was in the 
fifties, 29 per cent occurring in this decade. In this 
review of the literature, computed from ninety- 
two collected cases}? » 27, 29, 32, 49, 56, 57, 58, 59, 60, 61, 66 35 
per cent were found to have occurred in the fourth 
decade of life. 


In malignant agranulocytosis, the picture is that 
of an acute fulminating illness. The white count 
is rarely 2,500 per cubic millimeter, and often 
1,000 or less, frequently in the hundreds. Neutro- 
penia is extreme, with frequently a total absence 
of neutrophils and often not over 5 per cent. In 
Jackson’s*® series of 103 cases, thirty, or 28 per 
cent, had counts less than 500; twenty-eight, or 
27 per cent, between 500 and 1,000; thirty-eight, 
or 37 per cent, between 1,000 and 2,000; and only 
seven, or 7 per cent, between 2,000 and 3,000. 


AGRAN ULOCYTOSIS—RAILSBACK 


Most observers *® ** 4°» °%:6)% report the platelets 
normal and a practical absence of anemia. Oc- 
casionally an anemia occurs secondary to a sepsis 
or in the terminal state of the disease. As one 
would expect from these findings, there is also 
reported an absence of a hemorrhagic tendency. 
Contrary to this, Roberts and Kracke °° and Au- 
bertin and Levy ™ find a thrombopenia, and are 
of the opinion that bleeding is a common mani- 
festation. That these opposite findings may be 
explained on the presence or absence of a compli- 
cating sepsis, or a difference in the stage of the 
disease at the time of observation, is probable. 

Jaundice has been frequently observed by 
Schultz® and Pepper. *2 Kastlin* reported its 
presence in 17 of 32 cases; Lichtenstein ** in 8 of 
27 cases; Jackson '* in 7 of 103 cases. Chalier * 
and Jackson ** are of the opinion that the jaun- 
dice is the result of hemolysis from secondary 
bacterial invasion. Certainly there is nothing in 
the primary pathology to explain a jaundice. 

The spleen is but rarely enlarged and a lympha- 
denitis, except regional from a local infection, is 
most unusual. 

Gangrene and consequent sloughing may occur, 
and when it involves the gastro-intestinal tract it 
is particularly dangerous. When present in the 
throat, an accompanying edema may prove a grave 
menace and require tracheotomy to render breath- 
ing possible. 

The fever presents nothing characteristic. As 
a general rule, it is 102 to 103 degrees, although 
it may go to 106 or 107 degrees. Occasionally 
only a very low-grade fever is present. 

That less severe cases of granulopenia occur 
has been pointed out by Mettier and Olsan,® 
Roberts and Kracke,®* and by Doan.** In this type 
the outstanding feature is that of fatigue, and the 
mortality generally is lower than in the malignant 
type. 

Chronic forms have been reported by Fitz- 
Hugh and Comroe,"' Doan,?* Rosenthal,** and 
others. These have been followed for periods 
varying from a month to as long as six years in 
Rosenthal’s two patients. The leukocyte count is 
usually not below 2,000, and with neutrophils 
generally about 20 per cent, except in the terminal 
state, when the count may be as low as 500 and 
neutrophils absent. In Fitz-Hugh’s™ report of 
eighteen cases, five were of the chronic type, four 
of which died. 

Recurrence following recovery is not uncommon. 
Harkins,’ in 1932, collected thirty-six cases ex- 
hibiting recurrences, with intervals ranging from 
three months to two years. He states the mortal- 
ity rate in recurrent cases is high, reporting * 
four patients, two of whom were dead at the end 
of two years. Beck,’ Foran,®® Heck,®® and Zinnin- 
ger,** each report a case. All but one of these 
patients were living at the end of periods varying 
from six months to a year and a half. Roberts 
and Kracke °* report three patients, all of whom 
died. Fitz-Hugh reported two patients who were 
alive at the end of two and one-half years. This 
is a mortality of 50 per cent for the latter nine. 
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TREATMENT 


The treatment has consisted of various and 
sundry measures, the most of which have been 
on an empirical basis. Single recoveries have been 
reported from such measures as quinin *® and 
calcium gluconate.*' A splenectomy °*’ was per- 
formed in one case without benefit. 


Nonspecific therapy in the form of parenteral 
foreign protein and intramuscular turpentine has 
been reported with recoveries. Roberts and 
Kracke ** have adopted the use of intramuscular 
injections of turpentine on the basis that sepsis 
is desirable in promoting a leukocytosis. How- 
ever, this reasoning would seem to be unsound, 
since in the experience of the majority sepsis 
has been believed to be a serious complicating 
factor. Dameshek *® and Brooks ** have reported 
recoveries following the use of intravenous non- 
specific protein. That the leukocytic properties of 
protein therapy is chemotactic, and not matura- 
tive, would seem to lend no theoretical grounds 
for its use. Also it should be remembered that 
cases of agranulocytosis have been reported, fol- 
lowing administration of foreign protein.’*** ?# 
The consensus of opinion would seem to be that 
this form of therapy is without value. 


Transfusions have been used by many, and 
recoveries have been reported. However, con- 
clusions are difficult, as many other therapeutic 
procedures have generally been used on the same 
patients. In Harkins’ ** series, nine patients who 
were treated by transfusion were reported, with 
a mortality of 55 per cent. However, he concluded 
that the treatment was of little value. Beck’ also 
reports a recovery following transfusion, but, like 
Harkins, concluded the treatment was of little 
value. Many others have reported recoveries fol- 
lowing transfusion, but in combination with other 
procedures. 


Fisher ** and Harkins * each report a recovery 
following immunotransfusion. It would seem 
rather heroic to bleed a donor of known previous 
bone-marrow dyscrasia, and further there is no 
evidence that the blood of recovered patients con- 
tains immune bodies. 

Sabin has shown that transfusion temporarily 
lowers the rate of erythropoiesis and perhaps 
granulopoiesis. This fact would seem to be borne 
out by the experience of Conner,’* and Jackson,"* 
who have reported an actual fall in leukocytes 
following the procedure. 

Although the urge is strong to give blood in 
this state of leukocytic depletion, there seems to 
be no logical foundation for its use. 

Liver extract is advocated by Foran on the basis 
of the findings of Murphy, Connery and Gold- 
water, and Conner, who observed a leukopoiesis 
in the treatment of pernicious anemia with paren- 
teral liver extract. He treated five patients, with 
recovery in four, one of whom had several recur- 
rences. Harkins ** treated two individuals with 
liver extract, with recovery in one instance. Cog- 
geshall ** and Silver *' each treated one case with 
failure. Jackson’s '* four patients were given liver 
as well as pentnucleotide, but all of these died. 
Few have had experience with this form of ther- 
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apy, and as yet an insufficient number of patients 
have been reported to allow conclusions other than 
to say a few have been successfully treated. No 
contraindications to this form of therapy have 
been brought to light. 

The use of x-ray over the long bones was sug- 
gested by Friedemann* in 1927. Some three 
years later Friedmann and Elkeles** reported 
their results on a series of twenty, with a mor- 
tality of 47 per cent. These were apparently true 
agranulocytics. However, as pointed out by Jack- 
son'* the entire series consisted of forty-three 
cases, of which twenty-three were excluded be- 
cause of death within thirty-six hours, or the pres- 
ence of sepsis or pneumonia. In the entire series 
the mortality was 82 per cent. Taussig and 
Schnoebelen ** treated four cases, with a mortality 
of 50 per cent. In a résumé of the literature of 
all cases treated by this means, they found a mor- 
tality of 53 per cent. Lichtenstein ® treated twenty 
cases, immediate improvement following in seven. 
A year later all were dead except two, a mortality 
rate of 90 per cent. Beck! reports three cases, 
with recovery of one. Harkins treated two cases, 
both resulting in death. 


Doan “° studied the effect of varying small doses 
of x-ray on myelopoiesis in pigeons. He found 
no stimulating dose which did not show some 
prior evidence of myelocytic destruction. As re- 
ported by Fiersinger, x-ray is also capable of 
producing the picture of agranulocytosis—a fact 
which should not be forgotten. 

It would seem from these facts that there is 
no evidence to recommend x-ray as a therapeutic 
weapon. It is possible that it may have a deleteri- 
ous effect. 

The arsphenamins were formerly used to some 
extent earlier in the treatment of the disease. This 
was on the basis of the observation that Vincent's 
organisms, frequently found in the throat lesions, 
were presumed to be etiologic factors. We now 
recognize them as secondary invaders. Following 
the report of Farley’? and the experience of 
others, which unquestionably demonstrates its de- 
pression of the bone marrow in certain instances, 
the employment of this agent would seem to be 
irrational. 


Adenin sulphate was advocated by Reznikoff *! 
on the basis of its known ability to produce a 
leukocytosis. In 1933 he reported fifteen cases ** 
of apparently true agranulocytosis, with a mor- 
tality of 26 per cent. His conclusions were con- 
servatively optimistic. 

Jackson, ** having demonstrated the presence of 
pentnucleotide in the normal human blood, and 
Doan ** et al. having demonstrated the ability of 
nucleic acid and its derivatives to produce a leuko- 
cytosis, the former applied these facts therapeuti- 
cally, and in 1931%° reported twenty-six cases 
treated with pentnucleotide, with fourteen re- 
coveries. Recently '* he has reported on a series 
of 103 cases, including the original twenty-six, 
with a mortality of 33 per cent, all patients hav- 
ing been followed to the date of publication. So 
far as I have been able to ascertain, this is the 
largest series in which any one therapeutic meas- 
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ure has been employed under controlled conditions 
and certainly is, by far, the lowest mortality rate 
reported from any therapeutic procedure. 
Baldridge,*’ Doan,*° Mettier,** Bohn,** and 
others have used pentnucleotide with success. 


Fitz-Hugh and Comroe,* Zinninger,** and Har- 
kins °* report less success. However, their series 
are small, and there is some question as to whether 
theirs were all true agranulocytosis. 


Jackson'* advises the administration of 10 cubic 
centimeters (pentnucleotide, N. N. R.) intramuscu- 
larly twice, or preferably three times, daily until 
the white count has risen and young neutrophiles 
have appeared. Thereafter 10 cubic centimeters 
daily should be administered until the white count 
has remained normal for several days. 


The response, when it occurs, takes place about 
the fourth or fifth day (Doan *° and Jackson **), 
and is manifest first by the appearance of myelo- 
cytes in the blood stream, at times reaching a level 
as high as 20 per cent. Shortly thereafter mature 
neutrophiles appear in increasing numbers until 
a normal white count is reached. 


Surgical intervention has been considered by 
some to be positively contraindicated (Beck * and 
Roberts and Kracke**). Others have reported 
rapid recoveries following opening of abscesses, 
thoracotomy, amputation of gangrenous extremi- 
ties, and drainage of purulent adenitis (Thomp- 
son and Jackson **). Jackson ** attributes a death 
to lack of surgical intervention in a patient who 
had developed a normal blood picture. That an 
elective procedure should be avoided is evident. 

The oral and pharyngeal lesions do best when 
treated by simple hygienic measures, and all pro- 
cedures causing trauma to these areas are ob- 
jectionable. 


Based on the known leukotoxic effect of the 
benzene ring, all drugs containing such a structure 
should be avoided. 


It is hardly necessary to state that adequate 
nursing, maintenance of nutrition and fluid bal- 
ance are of the utmost importance. 


SUMMARY 


That certain chemicals and toxins are capable 


of producing an agranulocytosis is evident. How- 
ever, there still remain a group of patients in 
whom no etiologic agent has been demonstrated. 
That these may represent an entity is possible. 


The pathology of the bone marrow has been 
reported by some as a hypoplasia of the myeloid 
tissues. Those who have made a careful study of 
any considerable group report in the majority 
of instances a hyperplastic or normal amount of 
myeloid tissue, but with an absence of forms be- 
yond the stem or “blast” stage of maturation. 
On the latter findings the theory of “maturation 
arrest” has been postulated. Other pathologic find- 
ings are frequently present, but are considered 
secondary to toxemia or a complicating sepsis. 


The usual clinical picture has been briefly given. 
It is pointed out that the disease is much more 
common in women, and occurs most frequently 
in mid-adult life. The blood picture consists of 
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marked leukopenia and neutropenia, and usually 
an absence of anemia or thrombopenia, although 
a minority have reported the presence of anemia 
and a reduction in platelets. There is usually an 
absence of any hemorrhagic tendency. Spleno- 
megalia is usually absent and never extreme; and 
a lymphadenitis, except regional, is most unusual. 
Ulcerative and gangrenous lesions of the oral and 
gastro-intestinal tracts are common. Jaundice has 
been observed not infrequently. Mention is made 
of a less severe and fulminating type as well as a 
chronic form. Recurrences following recovery are 
not uncommon. 

The therapeutic measures most frequently em- 
ployed, consisting of nonspecific therapy, trans- 
fusion, liver extract, x-ray, arsphenamin, adenin, 
and pentnucleotide, have been discussed. It is ob- 
vious that there is no specific therapy, but of the 
agents mentioned, pentnucleotide would seem to 
offer the best results. 

The wisdom of surgical intervention has been 
briefly discussed. It would seem logical and cor- 
rect that any complication, with positive indica- 
tions for necessary surgical interference, should 
be so treated. Mention is made of a patient who, 
in the opinion of the author, died because of lack 
of surgical intervention. 

Proper nursing care, maintenance of sufficient 
fluid intake and an ample caloric intake are factors 
of the utmost importance. 

Woodland Clinic. 
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DISCUSSION 


Oxtn H. Garrison, M.D. (411 Thirtieth Street, Oak- 
land ).—Doctor Railsback has given us an excellent review 
of the literature, and has emphasized the important points 
relating to this interesting disease. 


It seems to me that the majority of evidence forces one 
to the conclusion that agranulocytic angina is a definite 
disease entity. Certainly a pernicious leukopenia is as 
logical as a pernicious anemia. 

It is fairly well established that this disease may be 
caused by an idiosyncrasy to certain drugs, especially 
those containing the benzene ring. It is equally certain, 
however, that the disease may occur without the ingestion 
of these drugs. No one, in my series of cases, gave a his- 
tory of taking drugs. 

I have never been impressed with the value of whole- 
blood transfusions in these cases. I have repeatedly trans- 
fused my patients, only to find, on taking a blood count 
one or two hours later, that there was no change what- 
soever in the leukocyte count. Apparently, the injection 
of pentnucleotid has given the largest number of favor- 
able results. There is one objection, however, to this 
drug, and that is, that there is a latent period of four or 
five days before improvement is noted. When the patients 
are as desperately sick as they usually are, it is very try- 
ing to wait for this period of time. 

I have recently used intramuscular injections of con- 
centrated liver extract, and felt that it was of definite 
benefit. Certainly there is no contraindication, and many 
observers report a leukopoiesis in the treatment of per- 
nicious anemia. 

But in a certain number of patients the disease is so 
fulminating that I do not believe they can be saved with 
any form of therapy known at the present time. 


2, 
c 


Stacy R. Mettier, M.D. (University of California 
Medical School, San Francisco).—Unfortunately, “agranu- 
locytosis” is a term that has come into rather wide usage. 
It is a poor one to use, because it fails to describe defi- 
nitely a disease process. Actually, agranulocytosis means 
a leukocytosis of agranular cells. Perhaps the words 
“neutropenia” or “granulocytopenia” would be more de- 
scriptive of the reduced neutrophilic elements in the circu- 
lating blood. 

Neutropenia may be associated with many conditions. 
and may vary in frequency from 11.67 per cent of Uni- 
versity of California Hospital entries over a ten-year 
period, as reported by this author, to 23 per cent, as re- 
corded by Roberts and Kracke from their office practice. 
This large group of cases is comprised mostly of various 
infections, neoplasms, lymphomas, or results from the pro- 
longed use of x-ray or radium and drugs that destroy 
blood-forming tissue or inhibit leukopoiesis. From these 
may be separated a small group of cases characterized by 
severe neutropenia, lymphopenia and associated infection 
of the mucosa of the oral cavity, gastro-intestinal tract 
or vagina. It is in this latter group that amidopyrin seems 
implicated. Here leukopoiesis in general is depressed, and 
granulopoiesis in particular. So far as we have learned 
at the present time, failure of complete maturation of 
leukocytes occurs, but in contradistinction to leukemia or 
pernicious anemia the bone marrow remains relatively 
hypoplastic rather than becoming hyperplastic. In a re- 
stricted sense, the term “agranulocytosis,” as described by 
Schultz, or malignant leukopenia, may best designate this 
condition until we learn more about its exact identity. 
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It is only within recent years that leukopenia has at- 
tracted sufficient interest to warrant a classification. In 
our textbooks of medicine of only a few years ago, little 
mention was made of this subject. Perhaps we would 
have a better understanding of the problem of classifying 
leukopenia by designating it as benign or malignant leuko- 
penia of known or unknown etiology or, even better, by 
speaking of depressed function of leukopoiesis, whatever 
may be the cause. - 

Frep H. Kruse, M.D. (384 Post Street, San Fran- 
cisco).—Doctor Railsback has given an interesting review 
of this subject of agranulocytosis, emphasizing the charac- 
teristic findings in the blood of neutropenia, rather than 
any form of leukopenia; a septic type of fever, and a local 
focus of infection either in the throat, skin, or internal 
viscera. Such a summary is invaluable to the general 
medical man, particularly on such a subject as agranulo- 
cytosis or malignant neutropenia, in reference to which 
the literary contributions in the last few years have been 


continuous, voluminous and conflicting, both as to etiology 
and treatment. 


Certainly every suggestion in reference to the disease 
grips the attention of the general profession; because the 
throat specialist, the surgeon, the practitioner, the in- 
ternist, the hematologist, and the pathologist yearly search 
frantically for new aids as a sorely stricken patient spurs 
their endeavors, which generally culminate in a sense of 
futility and helplessness. 

I can well recall my earliest experiences with the dis- 
ease back in 1918 and 1919. The clinical picture then 
recognized included gangrenous throat, septic fever, and 
a low white count in a practically moribund patient. 
Throat smears disclosed Vincent’s organisms (spirochetes 
and fusiform bacilli), and for that reason neosalvarsan 
was given intravenously, supplemented later by blood 
transfusions, and, too frequently, by extraction of teeth 
if the gangrenous lesion extended to the gums. 

As my experience has widened, it has seemed evident 
to me that in this clinical syndrome we encounter three 
types of cases, namely, (1) relatively mild cases in pa- 
tients who, though very acutely sick, get well shortly no 
matter what the therapy is; (2) patients with a more 
prolonged illness, not so acutely sick who, even while in 
the hospital, have remissions and relapses which may con- 
tinue over a period of years; and (3) those fulminating 
septic cases, with a rapid downward course from the start 
and no sign of a remission no matter what the therapy is. 

Whether No. 1 later on shades insidiously into No. 2, 
and whether No. 3 is only the terminal relapse of the 
No. 2 stage, which had escaped previous recognition is, of 
course, possible. At any rate, the success of our therapy 
may depend pretty much upon the stage at which we 
happen to encounter our patient. 

I also want to emphasize the three most common and 
characteristic local types of lesions which I have encoun- 
tered in these agranulocytic cases. They are the gangre- 
nous throat or gangrenous gums, one often shading into the 
other; scattered lesions of the skin, vesicular, bullous or 
furuncular in appearance, and finally brawny indurations 
about the rectum with terminal gangrenous sloughing. 
The surgeon must be exceedingly cautious in attacking 
any of these lesions. And while on this subject, it has 
appeared illogical to me to attempt to bring out a granulo- 
cytic response by producing a sterile abscess, such as by 
turpentine. 

In treatment, certainly the pentnucleotids must be used, 
but so far they have proved only a help, not a cure. The 
dangers of transfusion in depressing the neutrophilic re- 
sponse must always be considered. I have thought small 
transfusions at times helpful. I must admit that I have 
been more intrigued by the possibilities of parenteral liver 
therapy than most of the other procedures, and consist- 
ently use it in all such cases. 

This has been not only on account of the work of 
Murphy et al., but because of the favorable response of 
casual cases of leukopenia, with or without neutropenia, 
which I have encountered in practice and been unable 
to explain adequately. A number of such cases with low 
white counts, asthenia, cold extremities, etc., definitely 
improve on parenteral liver therapy. Are they latent cases 
of agranulocytosis ? 
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ESIONS of the intervertebral discs have re- 

cently attracted considerable interest. From 
the standpoint of industrial medicine, such lesions 
have importance because they are frequently ob- 
served. When there has been a history of trauma 
in which the spine might have been injured, and 
these lesions are seen on an x-ray film, the ques- 
tion at once arises as to whether they were pre- 
existent or actually the direct result of trauma. 


The work of Schmorl,' who since 1925 has ex- 
amined at autopsy almost ten thousand spines, has 
given the greatest impetus to interest in lesions of 
the intervertebral discs; but the subject is by no 
means a new one, for in 1858 Luschka® wrote what 
is probably the best account of spinal anatomy to 
be found in the literature, in which he described 
certain pathologic changes, including posterior pro- 
lapse of the intervertebral disc. 


ANATOMY 


The central portion of the end surface of an 
adult vertebral body shows in a position cor- 
responding to the nucleus pulposus, a disc of what 
appears to be compact bone. On closer examina- 
tion, however, this disc is seen to be perforated 
by numerous very fine holes which represent the 
tiny foramina through which the nutrient vessels 
pass. It can easily be understood how, if the thin 
disc of cartilage which covers these tiny holes 
and constitutes ‘the boundary between the bone and 
the nucleus pulposus were to fail, this perforated 
bone would not prevent the invasion of prolapsing 
nuclear substance in the same way which could 
be expected if the bone had a true cortex, such 
as is present in other articulating surfaces. 

The intervertebral disc itself can be considered 
as being composed of three parts: the cartilage 
plates enclosing it above and below, the nucleus 
pulposus, and the annulus lamellosus. 

The articular cartilages are two thin plates of 
ordinary hyaline cartilage, placed between the 
bony surface and the fibrous disc. Laterally, these 
plates disappear into the fibers of the discs. They 
are present, therefore, only over the porous cen- 
tral portion of the vertebral bodies. 


The intervertebral disc proper consists of an 
annulus lamellosus—a fibrocartilaginous ring— 
which surrounds a central collection of gelatinous 
substance, the nucleus pulposus. The nucleus pul- 
posus is of almost fluid consistency, but it is ex- 
ceedingly firm and elastic. Judging by its behavior 


* Read before the Industrial Medicine and Surgery 
Section of the California Medical Association at the 
sixty-fourth annual session, Yosemite National Park, May 
13-16, 1935 
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in cut section, the nucleus pulposus is under con- 
siderable pressure from its own elastic turgor. The 
nucleus tissue, when examined microscopically, 
has all the appearances of that fetal structure, the 
notochord, of which it doubtless represents a 
remnant. 


ETIOLOGIC FACTORS 


Primarily it must be remembered that, although 
the spine of man is not remarkably different from 
that of the four-footed animals, it nevertheless 
has not only to be constructed for the greatest 
possible flexibility, but, in addition, it must bear 
the body weight acting along the series of verte- 
brae in a vertical direction. In the latter feature 
the human spine is unique, and of all the human 
organs the spine is probably most poorly adapted 
to the erect position used by man. 


The chief forces to be withstood by the human 
spine are two, both of them very severe in men 
whose occupations involve strong bodily work: 
pressure, mostly intermittent, in the form of 
powerful mechanical shocks in a vertical direction, 
and tension. The first force acts mostly upon the 
broad surfaces of the vertebrae, and is distributed 
by the spring-like nuclei pulposi; the second is the 
result of all sorts of flexion and torsion, the 
burden of which is carried by the strong bands 
of the annulus fibrosus. In life these strains are 
intermittent and inconstant, and it is for this 
reason that the spine never seems to compensate 
for the increased wear and tear as might be ex- 
pected on physiologic principles. 

With this type of more or less continuous 
trauma, combined with the fact that there is a 
poor blood supply to the adult intervertebral discs, 
it is not surprising that, as Beadle * points out, de- 
generative changes which are to continue through- 
out life start early and become progressively more 
severe. The degenerative changes which interest 
us most are the presence of breaks in the cartilage 
plates which cover the end surfaces of the verte- 
bral bodies. If a number of adult intervertebral 
discs are examined microscopically, a large pro- 
portion of these cartilage plates which represent 
the boundary between the disc and the adjacent 
vertebra will be found to have definite breaks in 
continuity at certain points. 

These breaks are found with greater frequency 
in older individuals, and although their etiology 
is not certain, it seems likely, from the irregular 
jagged shape which these tears assume, that they 
have resulted from an overstretching of the carti- 
lage and hence are part of the degenerative process 
caused by the low-grade trauma, which has been 
mentioned previously. 

Such lesions, according to Schmorl, who made 
a study of three thousand cases, occur in 40 per 
cent of all males and 20 per cent of all females be- 
tween the ages of eighteen and fifty-nine. Above 
the age of sixty, the ratio is approximately re- 
versed, and only 23 per cent of the males have 
nuclear prolapses while 44.3 per cent of the 
females are so affected. 
excess of males in early life to the f 
are more active and work harder 
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fact that men 
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period. After the retiring age the male figures are 
seen to decrease. That this decrease does not 
occur in females after the age of sixty can per- 
haps be accounted for by the fact that women 
continue to be active in the burden of housekeep- 
ing, scrubbing, and cleaning after this age. 


TYPES OF LESIONS 


Frequently, even in adolescent spines, there is an 
expansion in nuclear regions of the disc. Such ex- 
pansions may be the result of an increased turgor 
in the nucleus pulposus or, less likely, a lessened 
resistance of the bone. In any event, the cartilage 
plate at such points of expansion is thinned out 
and frequently ruptures. The process, however, is 
a slow and progressive one, and from its charac- 
teristics is obviously not connected with sudden 
trauma. 


Not all ruptures of the nucleus pulposus are 
due to the same cause. Calvé* points out that 
there should be a distinction made between the 
disc hernias of juveniles and those seen in later 
life. He shows that in many cases nucleus herni- 
ations are found, not in isolated vertebrae, but in 
a whole series of vertebrae in the same spine, 
frequently in combination with the type of verte- 
bral epiphysitis described by Scheuermann. Calvé 
feels that in these cases of the “painful kyphosis 
of adolescents” and underlying decalcification of 
the bone, followed by a degeneration of the carti- 
lage, probably explains the presence of such nuclear 
hernias. He goes further to point out that when 
there are multiple points of herniation occurring 
in the course followed by the embryonic noto- 
chord, it is likely that a congenital weakness at 
this point is the causal factor. 


Nuclear herniations in older spines are some- 
what different. In the first place, the process is 
brought about by the severe degrees of osteo- 
porosis which occur as a concomitant of old age. 
The cartilage plates in certain cases rupture and 
allow a nucleus prolapse to occur. The process, 
however, will usually be localized to single discs 
in which the cartilage degeneration and consequent 
susceptibility to tears have been most pronounced. 


Reactive changes in such prolapses begin almost 
immediately. Primarily, blood vessels grow into 
the prolapsed nucleus pulposus material and soon 
convert it into cartilage. Reactive changes simul- 
taneously occur in the bone, however, so that the 
invasion is soon checked by a bony wall. This 
wall can clearly be seen in many cases and is of 
considerable importance from the standpoint of 
industrial medicine; for it is quite obvious that 
such a bony wall requires time for its formation, 
and the mere presence of such a bone reaction is 
sufficient to rule out a recent injury as the cause 
of the lesion. It is in fact very probable that early 
nuclear prolapses could not be detected by radio- 
graphic means until a bone reaction occurred. 
Chasin,* in an instructive experiment demonstrated 
that in the formation of a roentgenogram the com- 
pact layer of the vertebral body is most im- 
portant. If the entire spongiosa be removed, and 
the defect caused by the removal be filled by 
paraffin, which is of the same density as the soft 
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tissues, no defects can be recognized in roentgeno- 
grams of the specimen. Likewise, quite large de- 
fects of the compact substance may not be visible 
unless the projection is such that the axis of the 
defect is parallel to the central ray. 


Just how long it takes for a prolapse and the 
concomitant reaction to occur we cannot say, for, 
with the exception of a case described by Calvé,’ 
the progress of a nucleus herniation has appar- 
ently not been followed over an appreciable period 
of time. In this case the first examination showed 
only an adolescent kyphosis with a concomitant 
epiphysitis of the Scheuermann type. Two years 
later a few small nuclear hernias had made their 
appearance, but six years later there were a num- 
ber of irregular nucleus pulposus hernias present 
while all signs of the epiphysitis had practically 
vanished. 

When a sufficient amount of the nucleus pulpo- 
sus herniates out of the intervertebral disc, the 
stature of the disc is diminished and the vertebral 
bodies approach each other. Where they come in 
contact, or almost so, osteo-arthrotic fringes ap- 
pear along their borders. Under such conditions 
the direction taken by the hernia is of great impor- 
tance. In the case of the intraspongious hernias 
which have already been discussed, the prolapse 
is seldom great enough to cause a marked loss of 
intervertebral disc stature. Much larger herni- 
ations occur, however, often as the direct result 
of severe trauma in which the disc stature may 
be markedly shortened. 


Under these conditions if the herniating sub- 


stance projects dorsally into the spinal canal, para- 
plegia and similar serious neurologic disturbances 
may at once be manifested as a result of pressure 


on the spinal cord. Of these dorsally prolapsing 
hernias, Mixter and Barr** found nineteen cases, 
all controlled by operation or autopsy, in which 
histologic examination of the herniating substance 
showed that it was composed of disc material. In 
the older literature these cases were labeled true 
neoplasms, most of them being called chondromas 
of the disc. True chondromas of the disc pro- 
jecting into the spinal canal do occur, but they are 
rare. Furthermore, they would not be apt to cause 
narrowing of the disc stature, whereas the nucleus 
hernias may. An excellent description of the 
surgical pathology and clinical findings of dorsal 
herniation of disc substance is given by Dandy.° 

Of considerable importance was the fact that 
most of these hernias could be directly traced to 
severe trauma. 


In another group of cases the prolapsing nu- 
clear substance escapes in another direction than 
dorsally and, therefore, provokes a train of symp- 
toms which originate because the vertebral bodies 
approach each other too closely, and because, con- 
sequently, the lumens of the foramina for the 
spinal nerves are so diminished that there is actual 
pressure on these nerves. 


Because the lumbosacral disc is located at a 
point where mobility of the spine is greatest, 
where the load is heaviest, and where congenital 
anomalies are the most frequent, it is the most 
frequent disc to undergo such changes. Williams" 
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in 1931 reviewed eighty cases of sciatica, in which 
74+ per cent showed, as the only change visible 
roentgenographically, a narrowed lumbosacral disc 
with a localized osteo-arthritic reaction at this 
point. These cases occurred chiefly in young 
adults. The average age of onset of symptoms 
was thirty. At times a history of a definite acci- 
dent, such as sitting down on a tennis court, etc., 
could be obtained, but in many cases the condition 
was discovered with no such history. 

A clear lateral x-ray of the lumbosacral junc- 
tion is extremely important and cannot be over- 
emphasized. With careful technique, an area of 
osteo-arthrotic involvement of the lateral facets, 
as well as the lipping of the adjacent bony mar- 
gins of the vertebral bodies, can be demonstrated. 
Both of these changes obstruct the intervertebral 
foramina. 

The clinical picture of low-back pain, marked 
muscle spasm in the lumbar region and tenderness 
over the sacro-iliac region, without actual sciatic 
irritation, can be understood when one remem- 
bers that the quadratus lumborum and multifidus 
muscles receive a part of their innervation from 
the fifth lumbar nerve, which makes its exit from 
the spinal canal through the lumbosacral inter- 
vertebral foramina, the lumen of which has been 
narrowed because of the abnormally close position 
of the vertebral bodies. In the early cases no 
arthrotic lipping is seen around the opposing verte- 
bral bodies, but later this fringing occurs and 
often with it comes sciatic pain. 


NTERVERTEBRAL DISC CALCIFICATION 


Trauma is mentioned by some authors as one 
of the causes of nucleus pulposus calcification. 
The usual cause, however, is probably to be found 
in the degeneration of the disc, which follows the 
low-grade trauma to which the spine is exposed 
in a lifetime of wear and tear. Calcification of the 
nucleus pulposus is frequently found accidentally 
and is not in itself symptom-producing. 


COM MENT 


The intervertebral disc lesions which are most 
likely to be attributed to trauma are herniations 
of the nucleus pulposus. These lesions may be 
divided into two groups: 

1. Herniations into the vertebral 
so-called intraspongious type. 


bodies—the 


Herniations of the nucleus or disc material 
in any other direction. 

The intraspongious hernias may be further di- 
vided according to the age period. In early life 
these hernias may appear as a concomitant of the 
type of epiphysitis described by Scheuermann, or 
as multiple herniations in the spine in the course 
of the notochord, which apparently form on the 
basis of a congenital weakness. In later life, intra- 
spongious hernias form as a result of degenerative 
changes due to the low-grade trauma of wear and 
tear, and not as a result of sudden trauma. It is 
to be remembered, from the standpoint of indus- 
trial medicine in this connection, that nearly all 

arly intraspongious hernias cannot be seen radio- 
graphically. It is not until a bony wall is formed 
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in the process of reaction by the invaded bone that 
roentgenographic detection is possible. The time 
interval necessary for this bony reaction to occur 
frequently effectively rules out the possibility that 
recent trauma was an etiologic factor. In our own 
series and in the literature we have not been able 
to find any clear-cut cases in which pain or other 
significant symptomatology could definitely be at- 
tributed to intraspongious nuclear herniation. In 
uearly all the cases in the literature in which pain 
has been ascribed to such a lesion, there is also a 
concomitant osteo-arthrosis or other degenerative 
lesion, which might be capable of pain production. 

The situation is entirely different, however, if 
the herniation is accompanied by fracture, or if the 
herniation is into the spinal canal or in any other 
direction in a sufficient amount to allow the verte- 
bral bodies to approximate each other so closely 
thar the foramina of the spinal nerves are dimin- 
ished in size. Such reduction in dise stature 1s 
especially prone to occur at the lumbosacral disc 
often after a fairly clear history of trauma. In 
such cases low-back pain is frequently severe and 
persistent. 

When dorsal herniation of the nucleus pulpo- 
sus or a fragment of the intervertebral disc occurs, 
the history of preceding trauma is often quite 
clear and the resultant symptomatology from pres- 
sure on the spinal cord quite severe. 

CONCLUSIONS 

1. The usual herniation of the nucleus pulposus 
is into the vertebral body. This so-called intra- 
spongious type of herniation is one of the con- 
comitants of the degenerative process due to the 


low-grade trauma of wear and tear, and is very 
seldom directly related to sudden trauma. 


2. Herniations of the nucleus pulposus in other 
directions than into the vertebral bodies are often 
definitely related to sudden trauma. The relation- 
ship varies according to the extent and type of 
the lesion. In cases of such herniation in the 
lumbosacral region, a clear history ef precipitating 
trauma is frequently but not always obtainable. 
In cases of dorsal herniation of portions of the 
disc or nucleus pulposus, the history of sudden 
trauma is usually quite clear-cut. 

1212 Shatto Street. 
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DISCUSSION 


Lowe tt S. Gorn, M. D. (1930 Wilshire Boulevard, Los 
Angeles).—This is a valuable and interesting contribu- 
tion to our knowledge of an important subject. It is a 
very common experience to review roentgenograms of a 
spine, showing the characteristic cup-shaped indentations 
of the vertebral articular surfaces, and to learn that these 
have been interpreted as atypical compression fractures, 
new growths, or what-not. It is evident that a more wide- 
spread comprehension of the nature and mechanism of 
this condition is extremely desirable. 


There is a question in my mind as to whether these 
ruptures or herniations ever occur from trauma only: 
whether all have not a background of disease? Certainly, 
the existence of an osteochondritis (of which Perthes’ 
disease and the adolescent sacro-iliac are outstanding ex- 
amples) would predispose to rupture of the nucleus and 
its invagination with the vertebral body. That this could 


occur when the bony plates are sound and healthy is not 
so clear. 


The physical mechanism is simple: the nucleus pulpo- 
sus, although a gelatinous substance, obeys the laws of 
hydrostatics, one of which is that fluid is incompressible. 
It is this law that underlies the operation of hydraulic 
presses, elevators, and the like. If the tension within the 
lamellar ring is suddenly increased beyond the limit of 


safety, it is obvious that since the fluid content (the 
nucleus) cannot be compressed, something must give way, 
and this something is the thin plate of bone forming the 
articular surface of the vertebra. 

The essayists’ point that the formation of a bony wall 
(itself almost a necessity if the condition is to be recog- 
nized) requires time, is a good one. It is probable that 


none of these recognized herniations are the result of 
recent trauma. 


» 


we 


Rosert S. Stone, M.D. (University of California 
Hospital, San Francisco).—The authors are to be con- 
gratulated on presenting this subject before us at this 
meeting in such a complete and yet concise form. The 
subject is timely in that the lesions of the intervertebral 
discs are assuming greater prominence daily, and will, 
with the accumulation of knowledge and articles which 
are now appearing on the subject come more and more 
into question in industrial and other accident cases. The 
subject is, therefore, of even greater interest than the 
accumulation of knowledge and the better care of the 
patients themselves. 

The bony structure of the spine is subject to so many 
variations that, when roentgenograms of spines are studied 
by inexperienced physicians, many of the changes seen 
are interpreted in the light of an accident that has hap- 
pened to the patient recently, rather than in the light of 
those changes which may be found normally in any spine 
without accident or trauma. This applies particularly to 
the small nuclear herniations which have been described 
as appearing in children, and in many adults with no 
symptoms associated with them. Too often, when they 
are found, an attempt is made to correlate all the patient’s 
symptoms with the findings, rather than to find the real 
cause of the trouble. 


To my mind the most important pathological condition 
to which our attention has been called in the paper has 
been that of the protrusion of a portion of the interverte- 
bral discs into the spinal canal. These protrusions can 
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give rise to symptoms which simulate spinal cord tumor. 
If the industrial surgeon or neurosurgeon operating upon 
such cords is not informed in advance of the possibility 
of the herniation of some of the intervertebral cartilage, 
he can conceivably fail to find the real cause of the pa- 
tient’s symptoms. I wish to call attention to the fact that 
it is perfectly possible to have cartilaginous material pro- 
truded into the spinal canal without any narrowing of the 
intervertebral discs. These cases make it difficult to de- 
cide whether the trouble is due to herniation of the discs 
or not. 


The demonstration of the cartilaginous material in the 
spinal canal can be accomplished very frequently by put- 
ting lipiodol in the spinal canal, and then examining the 
patient by means of a horizontal beam of x-rays, having 
the patient lie in the prone position at such an angle that 
the lipiodol lies along the anterior portion of the spinal 
canal in the region in question and, therefore, against the 
posterior part of the bodies of the vertebrae. By this 
method we have been able to demonstrate some pro- 
trusions of cartilaginous substance which would otherwise 
have gone undetected prior to operation. The value of the 
definite localization by this method is that it enables the 
operator to concentrate his attention on one disc, instead 
of having to expose and examine several vertebrae and 
discs. 

For the benefit of those of us who do not read German 
or French freely, I would like to call attention particu- 
larly to the third reference of the authors, namely, the 
article by Armand A. Beadle. This I regard as the best 
exposition in English of the subject under consideration. 


we 


Francis M. McKeever, M. D. (1136 West Sixth Street, 
Los Angeles).— Doctors Taylor and Bailey have pre- 
sented a clear account of the findings on which a diag- 
nosis of nucleus pulposus herniation can be based. Sen- 
sory, motor or reflex changes may show the segmental 
location of the pathologic change, but to localize this 
pathology in the nucleus pulposus is impossible without 
positive radiographic evidence of a disturbance in its 
volume. Either (1) a decrease in the height of the inter- 
vertebral disc or (2) an area of condensation in the spon- 
giosa of the vertebral body adjacent to the disc must be 
present in the skiagram. 


Except in the rare instance where there is an obvious 
roentgen narrowing of the intervertebral disc, with a his- 
tory of recent trauma and, with or without neurological 
signs, it is impossible to assign as a causative factor of 
the lesion any one definite injury. 


Roentgen and pathologic studies of vertebral body frac- 
tures corroborate the fact that a herniation of nucleus 
substance into the spongiosa must have occurred many 
months before it can be demonstrated on the roentgeno- 
gram. Eburnation in spongiosa following fractures is 
rarely evident sooner than twelve months after injury, 
and it is reasonable to assume that bone formation occurs 
even more slowly about a small spongiosa herniation. By 
the time roentgen diagnosis is possible in this type of 
nucleus pulposus herniation, the individual has become 
adjusted to the healed pathology and may be entirely 
symptom free. 

It is to be remembered also that small spongiosa herni- 
ations are not infrequently an accidental roentgen finding 
with no symptoms referable to the area in which they 
are present. Until some means of earlier diagnosis is 
available, it would seem that too much significance must 
not be attributed to small spongiosa herniations when 
there is no evidence of narrowing of the intervertebral 
disc. 

Narrowing of the disc between the last lumbar vertebra 
and the sacrum, with clinical symptoms and signs refer- 
able to this region, may require surgical measures. The 
fifth lumbar nerve is the largest trunk entering the lumbo- 
sacral plexus and escapes the bony case of the vertebral 
canal through relatively the smallest foramen, its margin 
of safety being nil. Any shrinkage in the volume of the 
lumbosacral intervertebral disc may lead to constant 
nerve-root irritation, with either low-back pain or the 
sciatic syndrome as long as motion is possible at the 
lumbosacral articulations. Under such conditions, obliter- 
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ation of motion at the lumbosacral junction by arthrodesis 
of the last lumbar vertebra to the sacrum may be the 
only way to obviate the irritation of the nerve trunk and 
effect relief. 


® 

Doctor BatLey (Closing).—The intraspongious type of 
herniation of the nucleus pulposus is by no means in- 
frequent. : : 

Herniation of portions of the intervertebral disc dorsally 
into the spinal canal still remains a rare lesion, however. 
Mixter of Boston has recently published a series of thirty- 
four cases in which, by means of injecting comparatively 
large amounts of lipiodol (five cubic centimeters) into the 
spinal canal, dorsal herniation of the disc substance could 
be demonstrated radiographically. He feels that such a 
lesion in the lower lumbar region may often cause 1n- 
tractable sciatic pain. 


THE LURE OF MEDICALHISTORY* 


RATIONAL OR LIBERAL MEDICINE* + 
AS UNDERSTOOD SOME “FIFTY YEARS AGO” 


By Josera P. Wipney, M.D. 
Los Anaeles 


PART I 

HAVE been asked to deliver an address upon 

the science of medicine. I have chosen as the 
heading of the address, Rational Medicine. 

What is it? To understand fully what is meant 
by the term you must know the history of the 
science which it designates; for it has a history, 
running back through the centuries. Like every 
other great branch of human knowledge, time has 
been one of the elements in its growth. It is old: 
and yet it is new. It is old in that it represents 
today the gathered wisdom, the accumulated re- 
sults, of ages of human thought and human ex- 
perimentation. It is new in that the investigation 
does not cease, but rather with increasing momen- 
tum it is pushing its way into every newly dis- 
covered realm of collateral science to add to its 
store of knowledge, and throw more light upon 
the many problems of disease which yet remain 
unsolved before it. 


HISTORY OF MEDICINE 

What is its history ? 

To trace it you must go back side by side with 
the other great lines of human inquiry to the in- 
fancy of the race; for with man came into the 
world disease and death. In his birth were the 
seeds of dissolution, and life became a battlefield 
in which the elements tending to build up and per- 
petuate the human body and those tending to tear 
down and destroy, were ever at war with each 
other. Only the keenness of the human intellect, 
spurred on by the inborn love of life, was arrayed 
upon the side of life, and enlisted in the struggle 
against the forces of disease and death. 

+A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 

*An address delivered by J. P. Widney, A.M., M.D., dean 
of the College of Medicine of the University of Southern 
California, before the Unity Club of Los Angeles. _ 

t Reprint from the Southern California Practitioner of 


April, 1888. (See also editorial comments on page 461 of 
this issue of CALIFORNIA AND WESTERN MEDICINE.) 





514 CALIFORNIA AND WESTERN MEDICINE 


It is probable that with the first pang of pain 
which came to man came also the thought and 
the attempt to do somewhat to ease it; and an 
added bitterness was lent to the first tear shed over 
a human grave by the thought, “Might not some- 
thing have been done to stay the hand of death?’ 
And born of these pangs came doubtless rude, 
blundering, yet planned efforts to that end. And 
this was medicine. Not a science as yet. It was 
still too crude, too infantile. And men had not 
as yet thought far enough i in advance to even con- 
ceive of the idea of science. Yet, in so far as it 
involved thought, and plan, and design, and the 
adaptation of means to an end,. it was the begin- 
ning of rational medicine. 

But this had no history. 
already far on in the j 
history begins. 


The human race was 
journey of civilization when 


THE WRITTEN HISTORY OF MEDICINE 


The written history of medicine, and its con- 
secutive development, may be said to date from 
the fourth century before Christ, twenty-three 
centuries ago. It comes to us in direct line from 
those leaders of the mental life of the ancient 
world, the Greeks. While there are fragments of 
other writings dating from some centuries earlier 
among the Egyptians, and so-called systems of 
medicine of equally ancient date among the Hindus 
and other races, these never developed beyond 
their infantile stage of growth, and have con- 
tributed little, if any, to the medical knowledge of 
the world. 

The Greeks, even at that early day, had sacred 
‘hospitals in which the sick received medical treat- 
ment. The two professions of the priesthood and 
medicine were then united, medicine being the spe- 
cial work of certain lines of the priesthood, and 
to it were devoted certain temples. 


Hippocrates, the wise old man of Cos, a priest- 
physician, and himself born of a long line of 
priest-physicians, left a series of writings upon 
medical topics, which are even yet preserved in the 


literature of the profession. I have in my library 
these works, and while containing, of course, much 
that time has shown to be unfounded and puerile, 
they yet contain also many things which show him 
to have been a keen observer of disease, and to 
have discerned dimly much of truth. In these 
writings is to be seen one characteristic of true 
science, a breaking away from the superstitions of 
the age, and a desire to investigate the phenomena 
of disease as matters of reason. A comparison 
with contemporary branches of human knowledge 
shows that medicine stood fairly abreast of them 
in its stage of development. 


Without attempting to follow medicine with any 
degree of closeness through the succeeding centu- 
ries, it is enough briefly to say that it passed with 
the spread of the Greek race around the east 
shores of the Mediterranean, having large schools 
in Alexandria; it shared in such scientific life as 
came to Rome; then felt the great scientific 
awakening which came with the flowering of the 
Arab race under Mohammedanism, the caliphs 
building and supporting large schools of medicine 
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in Asia Minor; then, with the decadence of the 
Arab race and the eclipse of Mohammedanism 
under the Mongol Turk, it underwent the vicissi- 
tudes which came to the human race during what 
have been termed the Dark or Middle Ages. 


DEFICIENCIES IN ANCIENT MEDICINE 


In summing up the work done by ancient medi- 
cine, and its contributions to the common fund of 
medical knowledge, these defects may be noted as, 
with occasional exceptions, characteristic of it: a 
lack of inductive methods in its reasoning, in other 
words the basing of its theories too much upon 
speculation, too little upon a proper basis of facts: 
a failure to prosecute with sufficient thoroughness 
those groundworks of all scientific medicine, the 
study of anatomy and physiology; yet, from the 
former of these it was in a measure debarred by 
prevailing religious prejudices: a failure to study 
morbid anatomy, that is, the changes made in the 
tissues and organs of the body by disease: a 
failure to compile systematically the phenomena 
of disease, and tabulate results. 


Yet this style of work is hardly to be expected 
of the medicine of that age, as it was attempted 
in no other branch of science. The human mind 
was not as yet ready for that style of work. 
Science in all its departments, whether astronomy, 
chemistry, or others, was as yet only in the specu- 
lative age. Indeed, it seems to be characteristic of 
the earlier workings of the human mind, whether 
in the childhood of the race or of the individual. 
to theorize first, to search for the facts afterward. 
The careful, painstaking, scientific work of hu- 
manity was yet to be. It was still the age of myths, 
of fables, of speculation. Then, too, the necessary 
collateral sciences were also yet in their infancy. 
Men were still searching for the elixir of life and 
for the philosopher's stone. Even ages later they 
were still to wander hopefully over half a conti- 
nent in quest of the Fountain of Youth. This 
tendency of the ancient world to build up theo- 
ries and frame speculations, without a sufficient 
groundwork of accumulated facts upon which to 
base them, is shown in the elaborate yet profitless 
ratiocination of Plato’s dialogues. 

Yet, withal, progress was made. Men were 
gradually learning the scientific weakness which 
underlay theorizing without a sufficient ground- 
work of facts. TI hen, to, they were learning, 
as they struggled along in their rather aimless 
fashion, that certain tracks were only blind roads, 
leading nowhere, and need not be traversed again. 
They were gradually learning that, in certain di- 
rections, there is a limit to the know able, and that 
to push investigation upon these lines is only waste 
and profitless labor. And most of all, and most 
valuable of all, they were patiently, age by age, 
accumulating a store of facts, things established 
by actual observation and test, such as the plainer 
principles of anatomy and physiology, the symp- 
toms of disease, and its normal course and termi- 
nation, a knowledge of certain drugs, and of their 
effects, the laws of epidemics, some of the relation- 
ships of climate and disease, some principles of 
hygiene, some of the rudiments of surgery. In 
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this way they were laying a foundation upon 
which might be built the inductive medical science 
of a later day. Then, too, allied sciences, such as 
botany, chemistry, pharmacy, microscopy, were 
developing to that point where they might lend 
their aid to the upbuilding of that rational medi- 
cine which was to arise from, and in a measure 


out of, the empirical work of all the preceding 
centuries. 


PLACE TODAY [1888] oF RATIONAL MEDICINE 
AS A SCIENCE 
How then does rational or liberal medicine stand 
today in its work ‘as a science? 
First, what has it done? 
its present stock in trade? 
In answer it may be said that it has this store 
of accumulated and ever r accumulating facts, which 
it has been slowly and toilsomely gathering during 
all these many centuries. Out of the vast range 
of its testing and experimentation, some things 
have rem: sined as established. It has been literally 
obeying the injunction of the Scriptures, “Prove 
all things ; hold fast that which is good.” Like the 
science of mechanics, which, with all its vain 
searchings after perpetual motion, has vet proven 
and held fast to the wheel, the lev er, the pulley, 
the inclined plane. This store of facts, which may 


be said to have been proven, is one, and no small, 
gain. 


What, so to speak, is 


Then with the training which has come with 
these centuries of work, it has developed more 
accurate methods of investigation and of scientific 
inquiry. It has been learning how to work. It has 
also gained a better knowledge of the limits of 
the knowable; has learned, as before stated, that 
certain lines of apparent scientific investigation 
are only blind paths leading nowhere, and conse- 
quently it need not again tread them. In this way 
it is prepared to avoid much of the waste labor of 
the past. It has learned no longer to accept theo- 
ries unless substantiated by an established ground- 
work of facts. 


It has placed itself squarely upon the basis of 


an inductive science, 
known to the unknown. 


reasoning only from the 


RATIONAL MEDICINE’S PROGRAM 


THE FUTURE 


FOR 


What is the line of work as laid out by rational 
medicine for itself in the future—the line of in- 
vestigation, of experimentation, and of study ? 


Anatomy, what may be called surgical anatomy, 
has its leading facts now well established, but 
microscopic anatomy and histology afford as yet 
comparatively unworked fields. This department 
of fine anatomy is in the line of future investi- 
gation. 


Almost the same general statement may be made 
with regard to physiology, for while the function, 
the work done, by the organs and tissues of the 
body is fairly well understood, very much yet re- 
mains to be discovered before our knowledge in 
this direction may be said to be even tolerably 
complete. The difficulties surrounding this field 
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of work are much greater than those to be over- 
come in the further study of anatomy; for while 
anatomy is to be studied upon the dead body, with 
the knife at our command, physiology has to 
be studied through the living body with all the 
complicated processes of life going ceaselessly on. 


The comparative anatomy and physiology of 
man and the higher animals is another field 1 
which much may be done, for there are many 
principles, and many diseases, which they seem to 
have in common, and which may eventually be 
found to throw light upon each other. 

Then comes the natural history of diseases, 
their habitat, causation—and under this heading 
is included the whole subject of microbes, bacilli, 
and disease germs in general—the laws of exist- 
ence and development of disease, duration, natural 
termination, statistics of mortality, methods of 
propagation, contagion, pathologic changes pro- 
duced by disease in the human body, manner of 
causing death, further investigation of the action 
of drugs both new and old, and the search for new 
remedial agents. 


MEDICINE’S PLAN TO COMBAT 
DISEASE 


RATIONAL 


What is the working plan of rational medicine 
in the management of disease ? 

Its first aim is to prevent disease—this subject 
being classed in works on medicine under the 
hez ,ding of Preventive Medicine. In this respect 
medicine stands in rather an anomalous position 
as compared with other professions. Its first work 
is a constant striving to destroy the grounds for 
its own existence. 

This it is doing by elaborating and enunciating 
the principles of hygiene, of sanitz ation, of quaran- 
tine, of inoculation, of vaccination, of antisepsis. 

Its second aim falls under the heading of C ura- 
tive Medicine, the remedial management of dis- 
ase when it has developed in the human body. 

In this, the first effort is to eliminate, or remove, 
the cause when possible. As an illustration may 
be instanced, the emetic administered in case of 
an ingested poison, or to unload the oppressed and 
cramped stomach of a mass of soured food when 
digestion has for some cause failed of its work, 
and pain results; or, may be instanced, the purga- 
tive given to clear the bowels of their irritating 
contents when the undigested food has passed 
beyond the stomach, and colic supervenes. 

Failing of the effort to remove the cause from 
the body, its next attempt is to destroy or counter- 
act, if possible, that cause within the body. As 
illustration may be given the alkali administered 
to chemically neutralize the acid of a sudden indi- 
gestion, or of an imperfect digestion, until other 
measures may have time to remove the cause ot 
the acidity. Also may be mentioned the action of 
quinin on malarious affections, or of the antiseptic 
to counteract the tendency to putridity. 

Its work may, in another class of cases, be 
termed “assistant medicine.” As an illustration, 
may be mentioned the muriatic acid and the pepsin 
given to aid the process of digestion where the 
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stomach is not secreting a sufficiency of these sub- 
stances to carry on efficiently the digestive work; 
or the laxative given to arouse a torpid bowel to 
proper action; or the expectorant administered to 
stimulate the secretion of mucus in a bronchial 
tube. 

In large part, however, its action is that of guid- 
ing, or directing, or assisting the powers of the 
body through the course of a disease. Many dis- 
eases have their natural course, which they will 
run, are self-limiting, and cannot be cut short by 
the use of drugs. The various continued fevers 
may be given as illustrations. In this class the 
work which rational medicine lays down for itself 
is to assist nature to carry the battle with disease 
to a favorable issue. It aims to guide, to support, 
to prevent complications. But all the while it never 
gives up the search after the hidden cause, which, 
if found, it may hope to destroy. 

Yet there still remains another class of diseases 
in which cure is hopeless: in which there can be 
but one termination, death. Still, even with this 
class, there remains a work for medicine to do, 
for now comes in play that phase of its powers 
which may be termed “‘alleviative medicine.” The 
failing forces of the body are to be supported, 
so that life may be prolonged. Pain is to be eased, 
so that life when so prolonged may be made en- 
durable. And then when life may no longer be 
prolonged, when the battle has been fought and 
lost, when the end draws near, and man comes to 
pass through the valley of the shadow, one last 
office yet remains for rational medicine to per- 
form, euthanasia, easing the pangs of dissolution, 


soothing the death agony, and smoothing the 


rugged pathway for 


the feet of poor broken 
mortality. 


RATIONAL MEDICINE HAS NO DOGMAS 

I have endeavored to give you a picture of the 
field, and the work, of what T have denominated 
rational or regular medicine. 

But you say, you have told us nothing of theo- 
ries, of dogmas. You have not given us its creed. 

It has none. And in this very fact lies its 
strength. Herein is the omen of a hopeful future. 
It has outgrown such things. It is now out upon 
a higher, broader plane. Practically it has no gen- 
eral theories. It avoids them. It has felt too much 
of the evil of them in the earlier stages of its own 
development. There was a time when it had its 
creeds ; when it vainly thought that a broad science 
could be expressed in a single formula. Men so 
thought also in mechanics, in chemistry, in as- 
tronomy. And they, too, with the scientific phy- 
sician, have learned that while such things are 
attractive, they are misleading. They seem so 
simple, and so plain; and in medicine, as in other 
sciences, such a single formula would render the 
perplexing questions with which one meets, so 
simple; and generalizing is so much pleasanter 
than delving after facts; yet herein science has 
never found the pathway to truth. Medicine has 
grown more modest with the mistakes and the 
premature generalization of all these ages. It is 
no longer ashamed afraid to say, “I do not 
know.” 
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In so varied a field, with a causation so varied, 
and apparently so ever shifting, 7s any one general 
and final theory of disease and its treatment possi- 
ble? With the present light which we are able to 
throw upon the subject the answer would seem 
necessarily to be that it is not; that the field must 
ever remain a composite one; and that the men 
or the schools which frame one single law for 
guidance do so because of a narrowness of vision 
which fails to take in the whole field, which can 
only see one aspect of a complex or varied prob- 
lem, and which yet judges this to be all. For single 
diseases, or for allied groups or families of dis- 
eases, theories may be formed, subject, however, 
to change with each coming of new light; but so 
far the kinship has not been shown to be suffi- 
ciently widespread to justify the framing of one 
general law to cover either the causation or the 
cure of disease. 

I have said that rational medicine has, in a cer- 
tain sense, no one creed. This much only, it now 
generalizes. In pathology its only guiding law 
is—search for the cause of the disease; in thera- 
peutics, or the management of disease—any means 
that will effect a cure. It is not bound or re- 
stricted, and refuses to so bind or restrict itself, 
either as to means or the manner of using the 
means. 

(To be concluded) 


* * * 


ADDENDA 


TO BIOGRAPHICAL 
DR. JOSEPH P. 


SKETCH OF 
WIDNEY 


HE interesting biographical sketches of Dr. 
Joseph P. Widney, printed in CALIFORNIA AND 
WEsTERN MepicrneE for April (pages 251 and 
292), and May (page 396), evidently stimulating 
interest in the historical background of the Cali- 
fornia Medical Association and its component 
county societies, have received much comment, 
and it is to be regretted that, because of lack of 
space in the May issue, several items concerning 
the College of Medicine of the University of 
Southern California and Doctor Widney could 
not be included. They are now given, however, 
as of probable appeal historically to all readers, 
but particularly so to the many graduates of the 
University of Southern California, who are in 
active practice in the State. 
7 7 7 
Organization of Medical Department, University of 
Southern California, March 31, 1885 
At a preliminary meeting of the profession, held at the 
office of Dr. J. P. Widney, March 31, 1885, to consider 
the advisability of organizing a medical department of the 
University of Southern California, the following physicians 
were present: Doctors J. P. Widney, A. F. Darling, H. H. 
Maynard, J. S. Baker, Joseph Kurtz, A. McFarland, F. T. 
Bicknell, G. W. Lasher, H. S. Orme, W. G. Cochran, 
W. Lindley, F. A. Seymour, and W. B. Percival. Doctor 
Widney, who had been elected dean of the faculty by the 
Board of Directors of the University, with power to 
organize the medical department, occupied the chair. On 


motion of Doctor Lindley, Doctor Percival was elected 
secretary of the meeting. 

After calling the meeting to order and stating concisely 
the object of the meeting, Doctor Widney called on each 
one present for an expression of his individual opinion 
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as to the feasibility of the undertaking. The opinions ex- 
pressed were largely in favor of prompt and energetic 
action in regard to the matter, and one and all, without 
exception, recommended that the institution be placed at 
once on a footing equal to any, and superior to the ma- 
jority of medical colleges in the United States. 

Many expressed themselves as being unwilling to have 
any hand in the organization of any school other than the 
very best. 

Preparatory to the permanent organization the Chair 
appointed an advisory committee, composed of Doctors 
Kurtz, Maynard, Lindley, Orme, Seymour, and Mc- 
Farland, to confer with himself as to the best plan to be 
pursued in the accomplishment of the desired object, and 
to report at a subsequent meeting. Upon motion of Dr. 
F, A. Seymour, the secretary was added to the committee 
to act in the same capacity. After some discussion on the 
amplitude of the field and the outlook for such an insti- 


tution the meeting adjourned to convene at the call of 
the dean. 
» W. B. Percivat, Secretary. 


7 v 7 
Faculty Meeting, Wednesday Evening, April 22, 1885 


Pursuant to a call of the dean, a second general meet- 
ing was held at his office, at which the following were 
present: Doctors J. P. Widney, Walter Lindley, Charles 
A. H. De Szigitz, A. F. Darling, H. H. Maynard, 
H. Nadeau, Joseph Kurtz, A. McFarland, J. H. Utley, 
G. W. Lasher, F. A. Seymour, W. L. Wills, and W. B. 
Percival. 

The dean, who presided, read a partial report of the 
Advisory Committee, which after some discussion was 
referred back to the committee, and the same continued 
with power to act. Doctor Widney read also an in- 
complete list of the professorships with the names of those 
selected to hold them. Many plans were now offered and 
some suggestions made as to the mode of procuring a 
building, securing funds, and providing for the necessary 
working material. On motion, the Chair appointed a Com- 
mittee on Site, Building and Funds, composed of the 
following: Doctors Kurtz, Darling, Maynard, Nadeau. 
Doctor Kurtz reported that the new Sisters’ Hospital 
would accommodate one hundred and fifty beds, also that 
the control of its clinical advantages had been secured. 
Meeting then adjourned subject to the call of the dean. 


W. B. Percivat, Secretary. 


Y y v 


Excerpt from Minutes of Faculty Meeting of September 22, 
1896: Doctor Widney’s Letter cf Resignation 


. . . Doctor Widney spoke of hearing that the faculty 
had agreed on a successor to the deanship. He hoped this 
was true, as he had desired to retire for some time. He 
then presented his resignation, which was accepted, to take 
effect when his successor was duly elected. 


Letter of Resignation: 


Los Angeles, California, September 22, 1896. 


To the Faculty of the College of Medicine of the Uni- 
versity of Southern California: 


Gentlemen :—Some two years ago, I expressed to you 
a desire to retire from the active duties of the deanship 
of the College, whenever you could unite on a successor. 
As I understand, you have agreed upon a successor to 
the office. I, in obedience to the wish then expressed, 
herewith tender my resignation from the office, with which 
for eleven years you have honored me. In doing this, I 
wish to thank you for the uniform courtesy and kindness 
which I have always received from you, and to express 
my appreciation of the honor conferred upon me. 

Pleasant as it has been for me, however, I have felt 
since my life has been called away from the active prac- 
tice of the profession, that one more closely identified with 
current medical science would fill the position more satis- 
iactorily, and that it would be better for the school. 
[ shall not cease to retain my interest in the welfare of 
the school in taking this step, but shall always rejoice in 
its success and shall be glad, in any possible way, to aid 
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in promoting its prosperity. I might say in explanation 
of my retirement from active work in the profession, 
which occupied so many years of my life, that the work 
which has come to me has been so clearly to me a call of 
God that I could not feel at liberty to draw back from it. 


Very respectfully, 
J. P. Wipney. 


Doctors Ellis, Lindley, and Wills were appointed to draft 
resolutions representing the feelings of the faculty.? ... 

It was ordered that Doctor Widney’s letter of resig- 
nation be spread on the minutes. Doctor Lindley nomi- 
nated Dr. H. D. Brainerd for dean. Doctor Kurtz sec- 
onded the motion. No other nomination was made. The 
Chair appointed Professor Conrey, Doctors Ellis and 
Brainerd to draft a constitution and by-laws to govern 
the faculty, those drawn up at the organization of the 
faculty having been mislaid. , 

: W.L. Wane, Secretary. 


CLINICAL NOTES AND CASE 
REPORTS 


LYMPHOBLASTOMA* 
A REPORT OF TWO CASES 


By Louts F. X. WiLHeEtm, M.D. 
AND 
WrtraMm H. GorecKEerMAN, M.D. 
Los Angeles 


N recent years there has been much discussion 

as to the etiology and genetic relationship of the 
group of diseases more recently classified, first by 
Mallory? and later by Keim,’ as lymphoblastoma. 
Under this term they include Hodgkin’s disease, 
lymphosarcoma, mycosis fungoides, and the leuke- 
mias. Sternberg,? Reed,* Longcope,° Ewing,° and 
others, believe that they are on an infectious basis. 
They cite the fact that they have seen leukemic 
processes develop from acute tonsillitis, diphtheria 
and pneumonia, and run a short, fatal course or 
develop into chronic leukemia. 

L’Esperance,’ Stewart and Doan, and others, 
stress the relationship of many cases of Hodgkin’s 
disease and tuberculosis. They find evidence of 
avian tuberculosis often when human tuberculosis 
cannot be found. Warthin,® on the other hand, 
stresses the fact that, “pathologically, the lesions 
are neoplastic in type rather than granulomatous ; 
they show fine infiltrations and metastases. In 
their cell types and architecture they follow defi- 
nite patterns which cannot be explained on the 
basis of an inflammatory reaction. 

Fraser’ repeatedly has pointed out the genetic 
relationship existing between mycosis_ fungoides, 
lymphosarcoma, and lymphatic leukemia. 

Symmers" thinks “it is simpler and more natu- 
ral to correlate these lesions than it is to strain 
at the impracticable and artificial task of attempt- 
ing to separate them into clinical and anatomic 
entities.” 


a + For the faculty’s resolutions on the resignation of Dr. 
J. P. Widney, see footnote in the May issue, page 397. 

* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the sixty-fourth 
annual session, Yosemite,National Park, May 13-16, 1935. 
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In one hundred thousand diagnostic tissue ex- 
aminations, covering a period of thirty-two years, 
Warthin ° reports an incidence of 506 cases, ap- 
proximately 0.5 per cent of all cases, diagnosed as 
lymphoblastoma. In 33 of the 506, or 6.5 per cent, 
of the total number of cases of lymphoblastoma, 
there was cutaneous involvement. The skin mani- 
festations may be circumscribed or universal. 
According to Arndt’!* the circumscribed form 
consists mainly of small lymphocytes, whereas 
the universal form consists of large lymphocytes, 
which are more closely related to the lympho- 
blasts and have numerous mitoses. McCafferty 
and Machacek '* recently reported two cases of 
cutaneous tumor formation which were of lympho- 
blastic origin. Goeckerman and Montgomery" re- 
ported two cases, one of localized and one of ex- 
tensive ulceration, belonging to this group. 

Interest in this unique syndrome was recently 
aroused by a patient in whom lymphoblastoma 
was suspected strongly but could not be substan- 
tiated until autopsy. Persistent and severe itching 
“to the very bone,” combined with a progressive 
weakness, suggested the diagnosis. Within a week 
of this postmortem, a second patient with typical 
enlarged glands in the cervical, axillary and in- 
guinal regions, combined with intense, deep pruri- 
tus, and a generalized exfoliating dermatitis, was 
observed. 

One patient was observed over a period of five 
months. She complained of a tingling sensation 
in the hands and feet, and burning and itching 
deep in the bones. Her skin presented patches of 
erythematous dermatitis on the face, especially 
around the nose and chin and neck, and also in- 
volved the hands and forearms. It was suspected 
that she had a lymphoblastoma, but physical ex- 
amination and laboratory tests, including a com- 
plete blood count, blood chemistry, urinalysis, 
examination of stools, basal metabolic rate, and 
X-ray examination of the chest, were normal. At 
autopsy the diagnosis of generalized lympho- 
sarcomatosis was made. 


A second patient was seen who complained of 


a generalized itching eruption. 
an erythematous, slightly infiltrated, oozing, scal- 
ing dermatitis, involving the entire body. The 
epitrochlear, axillary and inguinal glands were en- 
larged. Complete blood counts, urinalysis, blood 
chemistry, stool examination, and x-ray examina- 
tion of the chest were within normal limits. 
Microscopic examination of a gland revealed the 
histologic picture of Hodgkin's disease.* 


His skin presented 


COM MENT 


The striking feature in both these cases was the 
character of itching. The first patient described 
her itching as coming from deep down in the 
bone. She stressed the fact that it did not feel 
like the ordinary surface itch. At each visit she 
invariably called attention to the fact that the itch- 
ing seemed to originate deep down in the bone. 
The internists who saw this patient progressively 
grow weaker were more impressed with the possi- 


+ Complete case reports included in author's reprints. 
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bility of tuberculosis, especially since this weak- 
ness was associated with cough and night sweats. 

The second patient also complained of the 
severe and deep type of itching which failed to 
be relieved by the usual measures. The exfoliating 
dermatitis associated with the high white blood 
count and the relatively high lymphocyte count 
in the presence of the generalized lymphadenopa- 
thy prompted an immediate biopsy of skin and 
lymph node. 

CONCLUSION 

These two cases are reported to call attention 
to the deep character of the itching complained of 
in lymphoblastoma. The first patient’s dramatic 
insistence that “the itching comes from deep in 
the bone” was the only symptom or sign that 


pointed to a diagnosis of lymphoblastoma. 
727 West Seventh Street. 
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The education of an individual is a complex process, 
its factors being hard to measure, now and then difficult 
even to detect. Some are intuitive, some come in the 
natural course of experience, some operate only when one 
submits to guidance and authority, some when one relies 


on his individual effort and independent will—Leon J. 
Richardson. 











BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions oi the workaday problems of the bedside doctor. 


Suggestions of subjects 


for discussions invited. 





CANCER OF THE RECTUM 
Wititiam H. Kicer, M.D. (1930 Wilshire 


Boulevard, Los Angeles ).—I have been requested 
to discuss this subject, with special reference to 
symptoms and prognosis. The latter depends so 
much on how early the former is recognized, and 
the proper treatment instituted, that it varies in 
the same ratio. 


One of the earliest and most common symptoms 
is bleeding, but this may also occur late; so it is 
always a good rule to see if a patient complains 
of blood in the stool, and to find out where it is 
coming from. Changes in the bowel function such 
as constipation, diarrhea, frequency, loss of weight, 
discomfort, feeling of fullness, heaviness, or pain, 
should always be fully investigated. This should 
be done, first, by digital examination, and, if this 
is negative, then a complete proctoscopic should 
be made. 

The majority of cancers of the rectum occur 
in the ampulla, or about the rectosigmoid junction, 
and at these points cause but little, if any, filling 
defects unless far advance, and a negative barium 


enema should not be regarded as final if a digital 
and proctoscopic examination have not been made. 


The early symptoms of cancer of the rectum are 
often so mild that they are not considered of any 
importance by either the patient or his doctor. It 
is my belief that the majority, if not all, of the 
cancers of the rectum and sigmoid are due to de- 
generation of simple adenomas, which are seen 
rather frequently in this location. They arise 
above the sphincter muscle and belong to the 
columnar cell growths, resembling the histologic 
structure of the mucous membranes from which 
they grow; they are adenocarcinomatous and 
seule resemble the benign adenoma and often 
appear pedunculated in the early stages. They can 
only be distinguished clinically when the broad 
infiltrated base shows its malignancy; but later 
ulceration occurs and the inflammatory change 
takes place. These cancers vary according to the 
histologic structure which predominates, but the 
scirrhus, or hard cancer, is the one most frequently 
found in the rectum. Ulceration comes on late in 
this variety, and consequently the constitutional 
symptoms of toxemia and cachexia are late in ap- 
pearing. It often reaches an advanced stage before 
the patient is aware of its existence. The mild 
character of the symptoms during the early stage 
of the disease causes the patient to dismiss it from 
his mind as some simple ailment. Among the first 
symptoms that attracts the patient’s attention is 
a sense of fullness within the rectum, and a feel- 
ing that the bowel has not been entirely emptied 
after evacuation, and later a soreness and tight 


feeling, accompanied by straining and bearing- 
down pain during evacuation. The nearer to the 
anus the disease is located, the more marked are 
these symptoms. If the anus itself happens to be 
involved, they will have severe pains and often 
partial incontinence quite early in the course of 
the disease. Another early symptom is a slight 
morning diarrhea, due to the irritation of the re- 
tained feces above the obstruction. Later all these 
symptoms become aggravated, and they have a 
discharge of bloody mucus and pus, both from 
the sloughing cancer, and from the ulceration 
above, which is due to the pressure of and the 
toxins absorbed from the retained and hardened 
feces that are lodged in the dilated portion above 
the obstruction. The discharge has a peculiar 
odor, and once recognized is seldom forgotten. 

The blood picture is of little importance until 
the later stages, when one often gets a secondary 
anemia. Distention of abdomen does not occur 
unless the growth has advanced far enough to 
cause a partial or complete obstruction. Unless the 
growth is large and high, you are not able to 
palpate. 

Prognosis.—Age is a decided factor in the prog- 
Under the age of thirty-five it is usually 
unfavorable because of the high malignancy of 
the growth. But there may be exceptions to this 
rule. The writer had one case in 1926, at which 
time he removed a malignant ulcer, which was a 
degenerated adenoma, in a girl of twenty-two, and 
there has been no recurrence to date. In patients 
of seventy, or older, the growth of the cancer is 
not nearly as rapid as in a younger person, neither 
are they good subjects for radical surgery, so the 
prognosis in this class of cases is rather unfavor- 
able. Location of growth has to do with its early 
symptoms and early recognition and treatment, 
“as time is the essence of the contract,” is a very 
important factor in the The degree 
of malignancy is graded from one to four, and 
the higher grades are the ones most prone to me- 
tastasize and recur; hence, the outcome is less 
favorable than in the lower grades. The mental 
attitude of the patient is a deciding factor in the 
final outcome of your surgery. The low and de- 
pressed patient has a poorer prognosis than the 
cheerful one. 


nosis. 


prognosis. 


* * * 


Duptey Smith, M. D. (450 Sutter Street, San 
Francisco). — Early recognition and early oper- 
ation are the essential factors in cure. On the 
whole, these cases are discovered relatively late. 
Nearly a year elapses, on the average, after symp- 
toms have begun before these cases reach the sur- 
geon, although diagnosis of cancer of the rectum 

519 











520 CALIFORNIA AND WESTERN MEDICINE 





and rectosigmoid is easily made in 100 per cent 
of the cases by digital, anoscopic, and proctoscopic 
examination. 

The frequency of cancer in this region lays a 
great responsibility upon the physician to investi- 
gate carefully all cases presenting any symptoms 
referable to the intestine or rectum. 

A physician cannot be held responsible for late 
diagnosis in patients who have failed to consult 
him until late in the course of the disease; but it 
is a sad indictment when months are allowed to 
pass after the patient has consulted the physician 
before a proper diagnosis is made. 

That the physician may be on his guard, con- 
sideration should be given as to what are the early 
symptoms of cancer of the large bowel. Any 
change in bowel habit or sensation should cause 
the physician to suspect trouble. The rectum is a 
silent area, and a growth usually gives no symp- 
toms for the first six months; but even during this 
time there may be slight irritation or change in 
the character or frequency of the bowel move- 
ments. This is especially true in the papilliferous 
type, for this type grows rapidly and causes the 
secretion of considerable mucus. During this early 
period there may be a little discomfort in the 
rectum or a little more frequent urge to defeca- 
tion. These minor symptoms may be ignored by 
the patient, but if any of them are called to the 
attention of the physician, an adequate examina- 
tion should be made. When the lesion is at the 
rectosigmoid junction, rapid increase in constipa- 
tion is a not infrequent symptom, because the 
lumen of the gut at this point is small and the 
growth constricts early. Distention by gas and 
colicky pains are frequent complaints. If the ab- 
dominal wall is thin, peristaltic waves will prob- 
ably be seen. When blood appears in the bowel 
movement, it should be an imperative command 
to the physician to immediately find where it comes 
from. 


If hemorrhoids which are bleeding or might 
bleed have been found, the physician cannot be 
absolved from blame if he does not investigate 
higher up and make sure that there is no other 
lesion from which the blood is coming. Physicians, 
students, nurses, and the public, should be taught 
that blood from the rectum means cancer until 
cancer is ruled out. 

Every patient consulting a physician for any 
type of rectal trouble should have the benefit of 
routine proctoscopic examination. If this were 
done, many cancers would be discovered early ; 
many unsuspected polyps would be seen and a con- 
siderable number of these would be found to be 
changing into early malignancy. 

There are several reasons why these cancers are 
not discovered earlier. Some of these reasons are: 

1. Patients put off coming to the doctor for any 
rectal symptoms as long as “they can because they 
have been told by others that an examination of 
the rectum is a very painful procedure. This im- 


pression upon the part of the laity arises from the 
unnecessary 


pain and discomfort so frequently 
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suffered by the patient in the examination and 
treatment of rectal conditions. 


The general impression that blood from the 
rectum means hemorrhoids. 


3. Very frequently patients resort to rectal sup- 
positories, which are prescribed by a friend, by 
the druggist, or by a physician who has made no 
examination. 

Personal communications from fifty-seven Fel- 
lows of the American Proctologic Society support 
the writer’s contention that rectal suppositories, 
so glowingly recommended to the medical pro- 
fession by their manufacturers, are of no value 
in the treatment of anal or rectal disease. The 
names of some well-advertised brands should be 
changed to painusols, paranoids, sillycones, foldu- 
rols, and fannycain. 

4. Inadequate examination of the patient. In 
over 90 per cent of rectal cancer a simple digital 
examination will reveal the growth. This fact adds 
force to the dictum of a well-known professor of 
medicine, who said to his students: “Put your 
finger in the rectum or you may later find you 
have put your foot in it.” Adequate examination 
includes the following, and should be done in the 
order named: inspection, digital, anoscopic, sig- 
moidoscopic up to ten inches, and barium enema 
if the lesion is not found within the range of the 
sigmoidoscope. 

Barium enema and x-ray examination. Reli- 
ance upon a negative x-ray report is a very fre- 
quent cause of delay in diagnosis. Growths below 
the rectosigmoid junction are rarely discovered by 
x-ray, and never until far advanced and constric- 
tion has developed. 


Stool examination. Many cases are treated 
for months for amebiasis or dysentery when can- 
cer has not been ruled out by adequate exami- 
nation. 


Microscopic examination should be done in all 
cases to corroborate diagnosis and especially for 
the purpose of grading the malignancy of the 
growth, which has an important bearing upon the 
treatment to be instituted in the individual case. 
A small piece, about one-eighth inch in width, 
should be nipped out with a biopsy forceps and 
the wound immediately cauterized with the electro- 
cautery. Done in this way, the taking of a speci- 
men does not increase the danger of metastasis 
and effectually prevents error in diagnosis. If a 
negative report is received and the lesion appears 
malignant to the examiner, a second specimen 
should be taken, which will, in all probability, con- 


firm the diagnosis. 
* * + 


MontaGuEt Wootr, M.D. (384 Post Street, 

San Francisco).—Unless the patient is unwilling 
to have an operation or constitutional disabilities 
exist to prevent one, the treatment of cancer of the 
rectum is always operative. This dictum applies 
to any stage of the disease unless the growth is 
physically irremovable. Cancer of the anal canal, 
which is an epithelioma and thus differs from the 
adenocarcinoma of the rectum and colon proper, 
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should, likewise be removed by excision, cauteri- 
zation, or curettage: but, in addition, radium is of 
greatest accessory value in treating this type of 
cancer. 

Local Excision With or Without Radium.—It 
has always been controversial as to whether a 
cancer of the rectum as distinct from cancer of 
the anal canal may be locally removed without 
risking a recurrence. It is obvious that this may 
be done for two reasons: First, a growth may 
commence in a small adenoma, ses sile or pedicled, 
and a change may not yet have reached its base. 
Second, it is well known that the lymphatics in 
the wall of the rectum are few and small, which 
allows a considerable time to elapse before the 
adjacent glands are contaminated by malignant 
cells. One can, therefore, report many a cure by 
local removal. A polypoid adenoma which has de- 
generated into a malignancy with the base still 
soft may be removed by a snare or knife and the 
site of origin well cauterized by heat. Should a 
growth fortunately be within an inch in diameter 
and loosely arising from the wall of the rectum, 
it may be remov ed by excising the whole wall of 
the rectum with a margin at least as wide as the 
growth. I believe it is fair to offer this patient 
such an alternative to the highly mutilating total 
extirpation of the rectum. In addition, whenever 
a small growth is locally excised, radium or radium 
seeds should be applied around the excised area 
A small area of adenocarcinoma can be influenced 
profoundly by radium, and in case, for reasons 
mentioned above, an early growth may not be 
removed by resection of the rectum, even radium 
alone may be effective in curing the disease. But 
it must be applied so that there is an effective cross- 
fire of its rays, which means that it must be in- 
serted under direct vision and usually by some 
surgical exposure of the area to be irradiated. 
Radium is of no value in surgically inoperable 
cancer. 

Epithelioma of the Anus.—Epithelioma of the 
anal canal is much more sensitive to the effect of 
radium than adenocarcinoma. It is likely that 
radium procures all the effect of removal of the 
intestine. The use of radium is of the greatest 
use when the size of the growth is known exactly 
and when carefully planned insertion of the 
radium to cover all of it in every direction has been 
definitely mapped out. The foregoing may appear 
to differ from the views of some operators, but 
no less an authority than Lockhart-Mummery * 
substantiates the validity of the proceedings. 

Large Operable Growths of the Rectum.— 
Larger operable growths of the rectum need radi- 
cal excision of the intestine. The rectum is five 
inches in length and the anal canal one inch and 
a half. The growths will occur anywhere in these 
five inches. 

There are two operations which in my experi- 
ence are of such a desirable and fundamental 
nature as to be worth while standardizing. It must 
be remembered that in its early history a difficult 


1 Lockhart-Mummery: 
Colon, L. Wood & Co., 


Diseases of the 
3altimore, 1934. 


Rectum and 


BEDSIDE MEDICINE 521 


operation will be performed by the expert, and 
the survival of such an operation will depend on 
the possibility of its being adopted by surgeons in 
general. This prospect depends on a widespre ad 
application and a simplicity of conception although 
the operation may not be easy. The two oper- 
ations which fit such offices are the abdomino- 
perineal operation in one stage and the perineal 
resection of the rectum following a preliminary 
colostomy. 


Abdominoperineal Operation in One Stage. 
This operation may be termed the ideal procedure 
for removal of a growth which cannot be reached 
with safe limits by the perineal. 


Perineal Resection.—This operation is, to me, 
the one of choice in most operations for cancer 
of the rectum. As much as sixteen inches of bowel 
may be removed at times from below. To remove 
eight or ten inches by this method should always 
be possible ; certainly, if one and a half inches of 
the sacrum be removed for greater access to the 
tumor. 

Inoperable Growths of the Rectum.—<A cancer 
of the rectum may be inoperable on account of 
dangers attendant on old age, systemic disease, 
local extension or metastatic invasion. Radium or 
x-rays, the latter even of high voltage, in no way 
influence for good the duration or ultimate result 
of widespread growths. Still, some alleviation can 
be obtained by a colostomy, which prevents the 
fecal stream contaminating the area and so reduces 
to a minimum the occurrence of obstruction, in- 
flammation, including perforation and formation, 
of an intra-abdominal or pelvic abscess. Pain, too, 
is often mitigated by an artificial iliac anus, and 
the life of the patient is often prolonged by 
Morphin should not be withheld when the pain 
becomes severe, but it is not unwise occasionally, 
in conjunction with this drug, to use pitressin in 
order to maintain the tone of the bowel. 

Occasionally, in spite of small metastases being 
found in the liver, the growth should be resected 
in order to protect the patient from the discharge 
of blood and mucus, hemorrhage, and the some- 
times excruciating pain caused by the infiltration 
of pelvic nerves. This depends on the size of the 
growth and applies mainly to perineal removal. 


Where education has been entirely neglected or im- 
properly managed, we see the worst passions ruling with 
uncontrolled and incessant sway. Good sense degenerates 
into craft, and anger rankles into malignity. Restraint, 
which is thought most salutary, comes too late, and the 
most judicious admonitions are urged in vain.—S. Parr. 


To make the most of dull hours; to make the best 
of dull people; to like a poor jest better than none; 
to wear the threadbare coat like a gentleman; to be 
outvoted with a smile; to hitch your wagon to the 
old horse if no star is handy—-that is 


wholesome 
philosophy.—Bliss Perry. 


Leisure, like wealth, comes to him who has skill in 
planning; it is seldom put to good uses if it is ill-got. It 
will do the possessor most good who has earned it. To 
have it and not use it makes a miser. To misuse it makes 
a spendthrift. To use it well is the mark of a wise man. 
Leon J. Richardson. 
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STATE AND COUNTY SOCIETY ACTIVITIES 
ANNUAL SESSION 


This issue went to press before the members convened 
for our 1936 annual session. The minutes of the Coro- 
nado session will be published in the July issue. If at all 
possible, before the last forms are assembled for this issue 
a “flash” comment will appear in this issue. Look for it. 


* * * 


YOUR COUNTY SOCIETY 


Next to your diploma and license to practice, your most 
valuable possession is your certificate of membership in 
your county and state medical organization. It attests to 
the public that you were able to meet the requirements 
for membership and that your qualifications have been 
judged and approved by your peers. 


The public in making a selection or in engaging the 
services of a physician or surgeon is becoming more and 
more accustomed to make inquiry as to whether or not 
the physician under consideration is a member of the 
county medical society. Every month witnesses an in- 
crease in lay inquiries as to whether Dr. John Doe is a 
member of our Association. Just recently an insurance 
company stipulates in one of its policies that benefits for 
accident or sickness will not be paid unless attended by a 
physician who is a member of his county medical society. 
For years insurance companies have refused to appoint 
examiners who are without membership affiliation. In- 
dustry observes the same safeguard. 

The public is learning to look with suspicion upon a 
medical man who has no medical society affiliation. The 
public concludes there must be something wrong about a 
physician or surgeon who is a non-member, and as a result 
their confidence is placed in the man who holds member- 
ship in his county medical society. 

We repeat—your membership is a valuable possession. 
This fact should cause every member to realize that he 
owes much to his county and state organizations. He can 
meet that obligation by giving some of his time each week 
to the upbuilding of his county medical society. This 
interest is invited. 

Those who love their profession have steadily and stead- 
fastly worked for it. The greatness of our profession, all 
of its achievements have been accomplished through per- 
sonal effort subscribed to and reflected by our medical 
organization. Associated effort will promote our future 
progress. 

* * * 


AMERICAN MEDICAL ASSOCIATION MEETING 


Nigh seven thousand Fellows journeyed to Kansas City 
to attend the American Medical Association annual ses- 
sion. The “compromising” sons of Missouri and Kansas 
had spent many weeks in perfecting arrangements and 
were delighted by the large number who became their 
guests. 

The usual enthusiasm and high spirits were depressed 
by the absence and serious illness of Dr. Tate Mason of 
Seattle, Washington. Regret was turned to bitterness for 
the moment by the ill-inspired and base movement to 
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obtain action that would have prevented Doctor Mason 


being inducted into office. The Judicial Council’s un- 
warranted attitude and partial interpretation of the Consti- 
tution and By-Laws was questioned by a number of dele- 
gates, and when the chairman of the Judicial Council con- 
ceded that the House of Delegates could form regulations 
by which a president-elect could be installed as president, 
Dr. E. M. Pallette of the California delegation moved 
that Doctor Mason be installed as president in absentia. 
This motion was carried and Doctor Mason was installed 
as president at the opening general meeting. It must have 
been very gratifying to hear this expression of confidence, 
esteem, and tribute over the radio as he lay upon his 
death-bed in Seattle. 

Much of the business was routine. No action was taken 
on the question of contraception. Further study was di- 
rected. Invasion of the field of medical practice by hospi- 
tals was condemned. Medical services cannot be divided 
into professional and technical groups. The services of 
technicians were declared to be medical services and 
should remain under the control and supervision of medi- 
cal men and not of hospitals or laymen. The Judicial 
Council was empowered to remove from Fellowship any- 
one guilty of unprofessional conduct and against whom 
his county or state association failed to take action. A 
number of lesser important actions were recorded. 

Dr. J. H. J. Upham of Ohio was elected president-elect, 
Dr. Gordon Heyd of New York, vice-president. Atlantic 
City was selected as the place for holding the 1937 
meeting. 

California was represented by Doctors E. M. Pallette, 
C. A. Dukes, Lyell C. Kinney, J. H. Shephard, E. J. Best, 
and A. J. Scott. California had the following reference 
committee appointments: C. A. Dukes, Medical Education 
and Hospitals; E. J. Best, Rules and Order; A. J. Scott. 
Miscellaneous Business. 

* * * 


PASSING OBSERVATIONS 


From here and there in our travels the following obser- 
vations have been made: 

Too many physicians are unfamiliar with or have chosen 
to ignore the objectives and purposes of our Association. 
They often forget that we have a state-wide organization, 
that it functions twenty-four hours a day. The night tele- 
phone is Walnut 8671. 

Excellent as is individual effort, success in great enter- 
prises imply and is the result of a combination and unity 
of effort. , 

California’s county secretaries are more alert, accept 
and discharge their official duties more efficiently than any 
other group of county secretaries that we have contacted. 


The physician, the county society, and the State As- 
sociaticn—each is dependent upon the other. Greater ends 
will be attained when every member personally undertakes 
to promote the objectives to which our Association is 
committed. 


Many members do not take the trouble to know the 
Association’s policies and purposes. They are imparted 
from month to month in this publication, but are passed 
by and not read. It is necessary to learn and know all the 
facts ere judgment is formed. 


Some members fail to realize that they have obligations 
to their colleagues and their county society equally as im- 
portant as are their personal obligations. The individual 
nature of their work tends to make them individualists. 
That tendency should be overcome. 

Collective thinking must be cultivated and evidenced. 
This is a challenge. 
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Every eligible physician should be invited to become a 
member. 

There are one thousand physicians in the state who 
should be invited to join. 

The office of the county secretary is the most important 
office in our plan of organization. He is the key man. 
Let the county secretary fail, then his society fails and 
the state body becomes proportionately weaker. An effi- 
cient secretary should be kept in office as long as it is 
possible to do so. 

Our responsibilities must not be limited to ourselves. 
We have a very definite obligation to play a prominent 
role in community life. Public opinion must be well 
moulded. 

When after due deliberation, a definite policy is decided 
upon and declared to be representative it ill becomes an 
individual or a minority group to publicize their individual 
views before laymen. ‘When doctors disagree the lay 
public will disregard our opinions and recommendations. 
Differ and discuss the pros and cons during deliberation, 
but when a majority decision is determined upon it ill 
behooves the individual to represent to the public that we 
are a house divided. 

Opportunities in every county are presented to the local 
society. Embrace them for they afford many chances to 
bring your society before the public as well as to provide 
assignments for your members to work for their local and 
state organizations. 


Hypercritical and non-co6perating attitudes are found 
in the following types of physicians: (a) disgruntled 
hypersensitives; (b) selfish purposes; (c) questionable 
practices; (d) ignorance of motives and purposes; (¢) 
confirmed individualists; (f) never satisfied; (g) non- 
conformists; (4) jealous; (7) knockers. 

Councilors only fail when the societies of their districts 
fail. Our Council is a most unselfish group. 


Other observations will be published from time to time. 
* * * 
RE ENDOWMENT TRUST FUND 


April 9, 1936. 
Dear Doctor Warnshuis: 

I have received and examined your letter of March 27 
with enclosure concerning a proposed endowment trust 
fund to be created with a trust company as trustee for the 
benefit of the California Medical Association. 


As I understand the editorial at page 145 of the March 
issue of CALIFORNIA AND WESTERN MEDICINE, its object 
is to suggest to members of the Association that legacies, 
bequests, and devises be provided in their wills for the 
benefit of the California Medical Association, and that for 
this purpose it is suggested to members that the legacies, 
bequests, or devises be in the form of a testamentary 
trust with the Trustees Of The California Medical As- 
sociation as trustee for the benefit of the California Medi- 
cal Association. If I am correct in my understanding, then 
it follows that any funds acquired in this manner would 
be held by the Trustees Of The California Medical As- 
sociation as trustee and would be invested and reinvested 
by that corporation in accordance with the directions of 
the will and the law. It would be the legal duty of the 
Trustees Of The California Medical Association to main- 
tain complete control of the funds at all times, as under 
the law a trustee of property has no authority to transfer 
trust funds to another except for an adequate consider- 
ation which will inure to the benefit of the trust fund. 


I am enclosing a rough draft of a form covering money 
only, which may be used as the basis for a trust instru- 
ment in cases of an inter vivos gift. If this form, or one 
similar to it, is eventually approved and brought to the 
attention of members of the Association, an explanatory 
note should accompany the form explaining alterations 
in wording that are necessary to accomplish particular 
desires. 


I have not attempted to draft a form for gifts of real 
property or stocks and bonds because each particular gift 
will involve distinct problems and, therefore, will require 
different types of instruments. 

Very truly yours, 
Harttey F. Peart. 
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FORM OF GIFT FOR THE BENEFIT OF CALIFORNIA MEDICAL 
ASSOCIATION AND FOR THE PURPOSE OF 
FURTHERING ITS OBJECTS 
I hereby give and deliver unto the Trustees Of The 
California Medical Association, a California corporation, 
the sum of — (———-) Dollars. It is my desire that 


said sum be held by it as a charitable trust fund to be 
known as (here insert name desired) Fund, the principal 
whereof shall from time to time be invested by said corpo- 
ration to the best advantage compatible with safety and 
the income whereof shall be applied by it to promote the 
science and art of medicine, the protection of public health, 
and the betterment of the medical profession. 


* * * 
WARNING 


Through no fault of my own and beyond my control, 
a half-brother, one Gerrit John Warnshuis, M.D., re- 
cently located in Detroit, Michigan, has addressed a letter 
to many members of the medical profession in which he 
expresses his opinion as to a certain alleged cancer treat- 
ment. I am not certain that the surname is being used 
for what it may be worth as a result of my many years’ 
association with organized medicine. 


I desire to so inform the medical profession in order 
that it may not be misled by the surname that is signed 
to that or any other similar communication. 


FREDERICK CooK WARNSHUIS, M.D., 
Secretary, California Medical Association, 
San Francisco, California. 


* * * 
FUTURE GOALS TO CONQUER 


A bright page in history has been written by medicine’s 
progress during the past twenty-five years. Human lives 
have been conserved and life expectancy has been in- 
creased. Typhoid, typhus fevers, have been conquered. In- 
fectious and contagious diseases in their morbidity and 
mortality have been reduced to low-bracket percentages. 
Surgery has accomplished much. One need but turn to 
medical literature for the evidence that reveals the tre- 
mendous strides scientific medicine has made during the 
past quarter of a century. 

There are two outstanding conditions that challenge 
medical men—syphilis and psychopathosis. The morbidity 
and mortality of syphilis constitutes an incident that casts 
a sore reflection on society by reason of its prudery. It is 
only within the past year that certain newspapers com- 
menced to print the word syphilis. Recently Doctor Par- 
ran, now Surgeon-General of the United States Public 
Heaith Service, was “tuned out” when in a radio broad- 
cast address he mentioned the term “syphilis.” “Social 
disease” is the designation used in the public press when 
any reference was made to this disease. Efforts to en- 
lighten the public have been seriously obstructed by that 
narrow-minded public and press attitude. Syphilis will 
not be controlled until the public is in possession of facts 
related to its prevalence, transmittal and constitutional de- 
bilitating effects. Surmounting the social prudery barrier 
will enable health officials and physicians to bring about 
a marked reduction of syphilis as an incident in human 
incapacity, dependency, and mortality. 

Socio-economic and political situations created by un- 
employment and government relief have exerted a pro- 
nounced influence upon the mental state of large numbers 
of people. A problem created by these conditions con- 
fronts psychiatrists. It devolves upon them to advance 
corrective measures. 

These two major problems constitute goals that scien- 
tific medicine must cross. It is a challenge that should 
be accepted. 

* * * 


PRINCIPLES OF ETHICS 


The following is the third article of our accepted princi- 
ples of professional conduct. 
ARTICLE III. DUTIES OF PHYSICIAN IN CONSULTATIONS 
CONSULTATIONS SHOULD BE ENCOURAGED 
Section 1. In serious illness, especially in doubtful or 


difficult conditions, the physician should request consulta- 
tions. 



















































































































































































































































CONSULTATION FOR PATIENT'S BENEFIT 

Sec. 2. In every consultation, the benefit to be derived 
by the patient is of first importance. All the physicians 
interested in the case should be frank and candid with the 
patient and his family. There never is occasion for in- 
sincerity, rivalry, or envy, and these should never be per- 
mitted between consultants. 


PUNCTUALITY 
Sec. 3. It is the duty of a physician, particularly in the 
instance of a consultation, to be punctual in attendance. 
When, however, the consultant or the physician in charge 
is unavoidably delayed, the one who first arrives should 
wait for the other for a reasonable time, after which the 
consultation should be considered postponed. When the 
consultant has come from a distance, or when for any 
reason it will be difficult to meet the physician in charge 
at another time, or if the case is urgent, or if it be the 
desire of the patient, he may examine the patient and mail 
his written opinion, or see that it is delivered under seal, 
to the physician in charge. Under these conditions, the 
consultant’s conduct must be especially tactful; he must 
remember that he is framing an opinion without the aid 
of the physician who has observed the course of the 
disease. 
PATIENT REFERRED TO 
Sec. 4. When a patient is sent 
in the care of the condition from which he is thought to 
be suffering, and for any reason it is impracticable for the 
physician in charge of the case to accompany the patient, 
the physician in charge should send to the consultant by 
mail, or in the care of the patient under seal, a history of 
the case, together with the physician’s opinion and an 
outline of the treatment, or so much of this as may possi- 
bly be of service to the consultant; and as soon as possible 
after the case has been seen and studied, the consultant 
should address the physician in charge and advise him of 
the results of the consultant’s investigation of the case. 
Both these opinions are confidential and must be so re- 
garded by the consultant and by the physician in charge. 


SPECIALIST 
to one specially skilled 


DISCUSSIONS IN CONSULTATION 


See. 5. After the physicians called in consultation have 
completed their investigations of the case, they should 
meet by themselves to discuss conditions and determine 


the course to be followed in the treatment of the patient. 
No statement or discussion of the case should take place 
before the patient or friends, except in the presence of 
all the physicians attending or by their common consent; 
and no opinions or prognostications should be delivered 
as a result of the deliberations of the consultants which 
have not been concurred in by the consultants at their 
conference. 
ATTENDING PHYSICIAN RESPONSIBLE 

Sec. 6. The physician in attendance is in charge of the 
case and is responsible for the treatment of the patient. 
Consequently, he may prescribe for the patient at any time 
and is privileged to vary the mode of treatment outlined 
and agreed on at a consultation whenever, in his opinion, 
such a change is warranted. However, at the next con- 
sultation, he should state his reasons for departing from 
the course decided on at the previous conference. When 
an emergency occurs during the absence of the attending 
physician, a consultant may provide for the emergency 
and the subsequent care of the patient until the arrival 
of the physician in charge, but should do no more than 
this without the consent of the physician in charge. 


CONFLICT OF OPINION 


Sec. 7. Should the attending physician and the consul- 
tant find it impossible to agree in their view of a case an- 
other consultant should be called to the conference or the 
first consultant should withdraw. However, since the con- 
sultant was employed by the patient in order that his 
opinion might be obtained, he should be permitted to state 
the result of his study of the case to the patient, or 
next friend in the presence of the physician in charge. 


his 


CONSULTANT AND ATTENDANT 

When a physician has attended a case as a con- 

sultant, he should not become the attendant of the patient 

during that illness except with the consent of the phy- 

sician who was in charge at the time of the consultation. 
* * * 


SUDDEN DEATH OF DR. CAMPBELL P. HOWARD 


As the June issue of CALIFORNIA AND WESTERN MeEpI- 
CINE was about to go to press, word was received of the 
death in Los Angeles, of Dr. Campbell P. Howard of 
Montreal, Canada. 

Doctor Howard was a guest speaker at the Coronado 
meeting, conducting the Clinico-Pathological Conference. 


Sec. 8&8. 
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RETRACTION AND APOLOGY 


Executive Offices 
135 East 42nd Street 
New York 
May 2, 1936. 


Time 
Incorporated 
New York Chicago 


Dear Doctor Warnshuis : 


Mr. Hulburd has forwarded your letter of the 27th 
regarding Time’s recent story. 

Time is sincerely distressed that it erred in the facts 
presented in this story. These facts were obtained from 
sources believed to be reliable and were presented by Time 
without any malice or thought of injuring you or your 
reputation. 

Time gladly accepts the statements enumerated in your 
letter as the true facts and apologizes for having published 
any statement at variance with these facts. 

Time would have been pleased to publish a letter from 
you in its editorial columns, but I understand from Mr. 
Hulburd that you do not wish publication of any letter. 

Very truly yours, 
(Signed) C. D. Jackson 
Assistant to the President. 
Dr. Frederick C. Warnshuis 
California Medical Association 
450 Sutter 
San Francisco, California. 


C. M. A. DEPARTMENT OF 
PUBLIC RELATIONS? 





“Medical Greed” 


Some newspapers, probably responsive to the certain 
proponents, in commenting upon the court decision re- 
straining supervisors from admitting patients who are not 
indigents to county hospitals, have assumed that the court 
action was inspired by medical greed. Others have said 
the action was inspired by the medical profession, who are 
the owners of the private hospitals. These and similar 
statements are being made by editors and individuals who 
are now active in circulating petitions to place on the 
November ballot an initiative to amend the state cansti- 
tution so as to open up county hospitals. 

It is a matter of grave concern when proponents for 
sociologic changes resort to unsubstantial statements and 
reflect such gross ignorance of true facts and conditions. 
If these statements are permitted to go unchallenged, then 
an informed public will be misled and through misinfor- 
mation may cast their vote in favor of open county hospi- 
tals. It devolves upon every member to expose these mis- 
statements and to acquaint voters as to the real facts. To 
that end members are urged to embrace every opportunity 
to present the true facts to their patients and friends. The 
following points may be helpful in removing misconcep- 
tions and disabusing misinformed minds. 


1. Private hospitals are not owned by doctors and the 
doctors have no financial interests in hospitals. There are 
only a few hospitals owned by doctors, and these are sani- 
tariums or a few hospitals of small bed capacity in isolated 
areas. 

2. Costs per day for caring for patients in county hospi- 
tals are inaccurate. In arriving at per diem costs, county 
hospital day rates do not include capital investment, bonds, 
interest, depreciation, repairs, labor, certain supplies and 
utilities. County hospital per diem costs are not less and 
often exceed private hospital per diem costs. The differ- 
ence will be reflected in increased taxes. 

3. County hospital care and services do not equal those 
of private hospitals. 

4. Doctors on the attending staff of county hospitals 
are not remunerated for their professional services. 


+ The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. Charles A. Dukes of Oakland is 
the chairman, and Dr. F. C. Warnshuis is the secretary. 
Component county societies and California Medical As- 
sociation members are invited to present their problems 
to the committee. All communications should be sent to 
the director of the department, Dr. F. C. Warnshuis, 
Room 2004, Four Fifty Sutter Street, San Francisco. 
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5. If county hospitals are opened to all patients, many 
private hospitals will be forced to close. There will be a 
local lack of hospital facilities. County hospitals will be 
compelled to build additions. Hospital experts and archi- 
tects estimate that building costs average $3,500 per bed. 
The cost of additions will be borne by taxpayers, and that 
means increased taxes payable by taxpayers. 


6. A number of years ago Henry Ford built a hospital 
in Detroit, imbued with the idea that hospital care could 
be provided at a cost of $5 per day or less. Ford had 
experts, efficiency men, purchasing advantages, etc. It is 
reported that the Ford Hospital, in spite of his efficiency 
and men resources, has encountered an operation loss of 
a million and more dollars per year, balanced by Ford’s 
money. Taxpayers would be called upon to pay increased 
taxes to meet county hospital deficits. 


7. If individuals, their relatives or friends, would refrain 
from engaging private rooms and de luxe accommodations 
beyond their financial resources, they can obtain adequate 
and ample hospital care in private hospitals at costs that 
will not exceed the county hospital’s quoted costs, in their 
immediate vicinity. Ward and semi-private room costs 
in private hospitals do not exceed county hospital costs 
for this service. 

8. No county hospital or government-owned hospital 
has ever equaled the service of the private hospital. 

9. Open county hospitals means increased politically 
appointed employees, increased payrolls, which in the end 
means but one thing—increased taxes. 

10. Closing of private hospitals means decreased tax 
returns. Taxes are paid by many private hospitals. Lost 
tax receipts means increased taxes for the taxpayers. 

These are but a few general statements. They can be 
enlarged and amplified by calm reflection. The quest has 
been to inspire members to become concerned, awakened 
to the need and necessity of undertaking to refute the 
unwarranted declarations of sponsors for open county 
hospitals. 

* * x 


Hospitals and Medical Care 


It was very heartening to hear the following statements 
during the Western Hospital Association meeting in San 
Francisco in April, from Doctor MacEachern of the Col- 
lege of Surgeons and Doctor Buerki, president of the 
American Hospital Association: 

“Hospitals cannot engage in the practice of medicine.” 

“Hospitals cannot profit from medical services.” 

“Profits cannot be derived from laboratory services 
(x-ray and pathologic).” 

“Td prefer to have my anesthetic administered by a 
registered physician instead of a nurse.” 

“I would prefer to have my x-ray examination super- 
vised by an expert roentgenologist than by a technician.” 

“Profits from laboratory services must be returned to 
patients.” 

“Hospitals will co6perate with their medical staffs.” 

Thinking, competent hospital administrators and super- 
intendents evidently recognize that hospital income cannot 
be increased by invasion into the field of medical practice 
and care. Exploitation of medicine cannot be engaged in 
to turn hospital deficits into balanced or profit-producing 
income. 

x kK Ok 


Alberta—Townsend? 


Press items impart that the province of Alberta has 
defaulted on its bonds. This is the province where the 
Governor proposed to give $25 a month to each of its 
400,000 adult residents. How Alberta ever hoped to raise 
the necessary $120,000,000 is a mystery to economists. 
Taxation far in excess of the $25 per month would have 
been necessary, and the bonus income of the taxpayer 
would have been wiped out by taxes. This social experi- 
ment presents an example that may be heeded by our 
federal and state governments. 

Press items also reveal a congressional committee’s 
exposé of the financial transactions of the Townsendites. 
The pity is that the total income of nearly a million dol- 
lars was contributed in nickles, dimes, and dollars by the 
hopeful and deluded supporters seeking a dole of $200 per 
month after attaining the age of sixty. 
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From these two incidents the lesson should be learned 
that social programs cannot survive if they are without 
sound economic merit. It would seem that no social 
experiment should be undertaken until it has been ap- 
proved by a corps of well-versed economists. Legislation 
is frequently enacted with no consideration of the cost or 
the source of required funds. Theorists lack acumen of 
late to fit their theories with successful application. They 
have been tearing down in place of strengthening our 
social institutions. We require learned, sane leaders to 
point the safe way out of our present disorganized state 
of social conditions. More men of the type of those men 
of yesteryears who held a steady helm on affairs of busi- 
ness and state. o. dene 


Let Well Enough Alone at the County Hospital * 


In a report made in 1932, the Sacramento County Grand 
Jury declared, with reference to the system under which 
the Sacramento County Hospital was operating at that 
time: 

Beyond a doubt, thousands of patients are being treated 
yearly at the expense of the taxpayers and through the 
generosity of the local medical profession, who should not 
be objects of charity. 

This is resulting annually in thousands of dollars’ cost 
to the taxpayers, which would be easily eliminated with- 
out depriving a single person of the medical care for 
which they are unable to pay. 

The report mentioned a long list of abuses which has 
grown up because of the political manipulation of the 
hospital services. 

oA t 7 

When the county charter was adopted, an effort was 
made to end these abuses. In the first place, to guard as 
far as possible against the hospital being utilized as a 
place of treatment for patients who happened to have some 
pull at the county courthouse—as was the common thing 
at that time—general supervision and direction thereof 
was placed in the hands of a county health and welfare 
board, two of whose members are practicing physicians 
and the other a practicing dentist. 

The charter further provides: 

The Sacramento County Hospital shall be so called and 
shall be maintained for Sacramento County indigents only. 


It was these provisions in the charter that made one of 
the strongest appeals to the citizenry and helped roll up 
the big majority in its favor. 

v 5A Y 

The charter went into effect on July 1, 1933. 

So far as the public has been able to discover, the new 
set-up at the county hospital has worked satisfactorily. 

Now, however, a proposal has been made to the board 
of supervisors that the charter be amended to admit pay 
patients to the hospital. 

John Keema, chairman of the board of supervisors, 
declared : 

I am against the charter provision restricting hospital 
service to those taking the pauper’s oath. 

7 v v 

As a matter of fact, there is no such restriction in the 
county charter. For the word “indigent” as used in the 
charter is not synonymous with “pauper,” as defined by 
the courts. 

Quoting from the Pacific Reporter, second series, page 
Sil: 

The word “indigent,’’ when used in connection with ad- 
missions to county hospitals, includes any inhabitant of 
the county who possesses the required qualifications of 
residence and who has insufficient means to pay for his 
maintenance in a private hospital after providing for those 
who legally claim his support. 


In other words, under this court ruling, any Sacra- 
mento County resident who can show that all his income 
is necessary for the support of his dependents is entitled 
to receive medical assistance at the county hospital. 

v 7 y 

This will strike the average citizen as sufficient to cover 
every worthy or really needy case for medical attention. 

And it powerfully argues against tampering with the 
present provisions of the charter. 

Let well enough alone. 


* Reprint of editorial in the Sacramento Bee. 



























































































































































































































































Qualifying Certificate 


Chairman George H. Kress of the Special Committee 
appointed by the Council to draft and secure the enact- 
ment of a qualifying certificate law by initiative, is com- 
pleting the preliminary draft of such a law. In due time 
a copy will be sent to every county society for study and 
comment. This statement is made for the information of 
members who have sent in inquiries as to when such a 
law was to be submitted. As has been stated in the edi- 
torial section of CALIFORNIA AND WESTERN MEDICINE, it 
will not be possible to place the initiative upon the ballot 
before the 1938 election.* 


* * * 


Hospital Insurance 


(Summarization of remarks made by Dr. T. Henshaw 
Kelly, chairman of the Council of the California Medical 
Association, to the Assembly Interim Committee on 
“Health Insurance” at their public hearing in San Fran- 
cisco, April 23 to 26.) 

In 1934 the California Medical Association at its annual 
session in Riverside created a committee of five members 
and instructed that committee to survey health conditions, 
to prepare a plan for health insurance in California and 
a bill for health insurance that might be ready for sub- 
mission to the 1935 Legislature. This Committee of Five 
began its work by creating an advisory council of econo- 
mists from the University of California and a survey staff 
headed by Dr. Paul Dodd of the University of California 
at Los Angeles. This staff was instructed to make a sur- 
vey of health conditions in California and to report to 
the Committee of Five, accompanying the report of the 
survey’ with any recommendations that the survey staff 
and advisory council might possibly make. The Council 
of the California Medical Association, under instructions 
from the House of Delegates, appropriated the moneys 
necessary for this survey, which ultimately totaled about 
$35,000. 

After the survey was begun, it was found that if spon- 
sored by some official agency of the State of California, 
it could obtain money from the SERA to pay for field 
workers for a survey more extensive than that originally 
planned by the committee. The good offices of the State 
Board of Health were sought and it requested the aid of 
the SERA in making a survey of health conditions in 
California and designated the California Medical Associ- 
ation and its Committee of Five as the agency through 
which this survey was to be carried out. Thereupon, the 
SERA furnished field workers and expended some $55,000 
for their salaries, the California Medical Association pay- 
ing for all of the supervisorial work necessary in this 
field work. 

In setting up the survey staff, the Committee of Five 
did not ask that any member or members of the California 
Medical Association be placed on the staff, as the com- 
mittee was interested in seeing a survey made by a dis- 
interested group which would not be charged with any 
bias favorable to the medical profession itself. However, 
it did suppose that some medical consultation and study 
would be made in planning the survey and in evaluating 
it before a report was rendered. To the best of my knowl- 
edge, no such evaluation has been made and the tentative 
draft of the report furnished to the Committee of Five 
seems to be the work of a small group of economists with 
no medical knowledge, viewpoint or experience what- 
soever. Frankly, to me and to other members of the Cali- 
fornia Medical Association who have had the opportunity 
to see this report, it is not clearly written, many of the 
tables to us are incomprehensible, and a number of the 
deductions seem not warranted. 

There is no foundation to the rumor going around that 
the California Medical Association intends to suppress 
this survey report. There is a resolution of the House 
of Delegates to the effect that each delegate must receive 
a copy of it. However, the Committee of Five and the 
Council of the California Medical Association feel that 
the Association is entitled to a report in which the sta- 
tistical work is as near beyond reproach as is possible, 


*A list of references to editorial and other comment 
on the proposed California Qualifying Certificate (Basic 
Science) Act is given in the ‘“‘News” department of this 
issue (page 533). 
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which has received the criticism of competent medical 
knowledge and experience and which is set forth in the 
best possible form. The Association is perfectly willing 
to permit the survey staff, with unbiased assistance, to 
attain these objects in the final draft of the report which 
will not be suppressed. 

In 1935 the Senate Interim Committee asked the assist- 
ance of the California Medical Association in preparing 
a proposed act providing compulsory health insurance in 
California. On March 3, at a special meeting held in Los 
Angeles, the House of Delegates of the California Medi- 
cal Association voted to create a committee of six and 
instructed it to work to the end that the legislature would 
enact a compulsory health insurance act containing cer- 
tain standards of organization and control set forth in the 
resolution creating this Committee of Six. 

This Committee of Six, working in co6peration with 
the Senate Interim Committee, wrote a bill which the 
Interim Committee included in its report to the Senate 
and introduced by amending Senate Bill 454. 

What happened to this bill and its companion, Assembly 

3ill 1097, is known to you all. 

As a result of this, a great many members of the Cali- 
fornia Medical Association, among whom are some who 
believe that ultimate compulsory health insurance should 
be enacted, did feel that much more knowledge of the 
problems and community of interest among the affected 
groups must be developed before any satisfactory plan 
could be enacted into the law. 


In the fall of 1935 the Council of the California Medical 
Association, at the request of many members of the As- 
sociation, conducted a postcard poll of all of the licensed 
doctors of medicine in California. A copy of the results 
of this poll is attached hereto. 


While I cannot speak officially at the moment, lacking 
definite action of the Council or the House of Delegates 
of the California Medical Association, I think I may 
justly say that the consensus of opinion in the Association 
today is to the effect that plans to extend medicine and 
hospital care on a budgetary basis should be voluntary in 
nature and should be of such nature as not to permit 
competition for business by small groups of physicians or 
hospitals. 





The profession of medicine has always frowned upon 
self or other advertisement by physicians because great 
claims are misleading to patients. Plans which permit 
individuals or groups to compete for health insurance, 
clients, permit the groups to do this type of advertising 
and will result in the breakdown of standards of practice 
and a scramble for patients that will cut rates and reduce 
the quality of service rendered to the sick. 


Progress in the solution of the future means of dis- 
tribution of medical care should, I think, be gradual. 
Sensibly, the first step should take care of the most urgent 
of the necessities facing the sick man. Permit me to say 
that, as physicians, we know the hospital bill to be this 
necessity. 

The hospital usually requires payment at the time of 
illness and this is understandable. Food, salaries, light, 
heat, water, and taxes have to be paid for and no criti- 
cism can be made of the hospitals for asking for money 
while the service is rendered. Many patients could have 
the willing services of many physicians if they could meet 
hospital bills for the hospital service necessary to permit 
the medical service, which would be gladly given or, at 
worst, paid for over long periods of time. 

Under Assembly Bill 246 or the present insurance law 
of the state, agencies are operating, or preparing to do 
so, to furnish hospital service on a budgetary basis. The 
Alameda County Medical Association is about to start 
operation, the Intercoast Hospitalization Insurance As- 
sociation—formerly the Superior California Hospital As- 
sociation—is operating and expanding rapidly. 

The next urgent problem is medical service, and since 
the present laws permit only individuals or partnerships 
of doctors of medicine (an impossible set-up for any wide- 
spread operation) to furnish medical service, a change in 
the law would be necessary and this might be made to 
create a public corporation of the physicians of California 
with rules for organization and self-government and per- 
mission to furnish health insurance to the people of the 
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state. The Bar Association might serve as a starting point 
for some of the machinery and organization. 

It is true that these plans are voluntary and that many 
of those needing the service will not avail themselves of 
it, but a successfully operated voluntary health insurance 
plan furnished by the physicians of California through an 
organization created by the legislature would furnish a 
wealth of experience upon which to base further ex- 
tensions and logically would be the agency to which such 
service could be entrusted when, as and if such extensions 
were made: 

The other alternatives are lay corporations doing the 
business on an indemnity basis and the opening of county 
hospitals to all residents of the counties, regardless of 
their ability to pay for medical and hospital service. We 
feel that this latter is an unjustifiable increase in taxes, 
and is unjust both to private hospitals that have grown 
up and represent huge investment of funds in the state 
and to the profession which today must not be singled out 
for competition by government, especially when such com- 
petition can be made badly political in its nature. 

I do not believe that at present, and for some time to 
come, it will be possible to find enough interested groups 
who know or care enough about each other’s problems 
under any proposed compulsory law, to permit the enact- 
ment of a fair and comprehensive plan. 

Senate Bill 454 was bitterly criticized as a “doctors’ 
bill” when, as a matter of fact, to anyone who knows 
anything about the problems of medical care, the phy- 
sicians were taking the@biggest risks of any group in- 
cluded in the act. 

Cash benefits were demanded by many so that the 
“grocer could be paid.” The physicians do not object to 
cash benefits, but they do contend that there is no reason 
in the world to set up another organization to handle these 
when there is already an organization in the state govern- 
ment handling “unemployment reserves.” Unemployment 


because of illness is still unemployment, and to load a 
health insurance plan with the costs of a duplicate organi- 
zation merely to speak of “cash benefits for illness” seems 
the height of foolishness and the work of spendthrifts. 
The disbursement of these funds could be handled easily 


enough by a report from one division to another. If no 
one else knows how it can be done, the physicians can 
set the method up. 

In closing, let me repeat that medicine knows that there 
is a problem of the distribution of medical service; it does 
not believe that the present situation is hopeless; it be- 
lieves voluntary hospital health insurance can be furnished 
without any drastic changes in our laws; and it believes 
that much study and codperative effort are necessary 
before any comprehensive and fair compulsory plan can 
be considered—much less enacted into law. 
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CALIFORNIA MEDICAL ASSOCIATION : REFERENDUM NO, 2 


Total Vote 
YES NO 
Shall the California Medical Association en- 
dorse any legislative change in the present 
system of medical practice? -.................00..- 1043 
Are you in favor of compulsory health in- 
surance? 
Are you in favor of voluntary health in- 
GN cscs ; 
(a) Voluntary health insurance carried 
on by the State of California? ........ 
(b) Voluntary health insurance carried 
on by lay companies under legisla- 
I NE Sosa cst cas 
(c) Voluntary health insurance carried 
on by some form of organization 
of licensed physicians of California 
created by legislation? ...................... 2089 


577 


744 


“Look carefully to the selection of your company. Make 
it largely medical and keep it so by tolerance and industry 
so that your skill may grow from meeting the skill of 
others. Shun the money-maker lest you become one. 
Cultivate the philosopher, because he needs you.” 


STATE MEDICAL ASSOCIATIONS 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
HUMBOLDT COUNTY 


The Humboldt County Medical Society met on the eve- 
ning of May 7 at Scotia as guests of Doctor Cottrell. 
An excellent dinner was served at the Hotel Mowatoc, 
after which the meeting was held in the main dining room 
of the hotel, with Vice-President Allen Watson presiding. 

Twenty-one members and one visitor were present. 

Dr. Nelson Howard of San Francisco was our guest 
speaker for the evening. Doctor, Howard spoke on Frac- 
tures About the Shoulder and Crepitating Peridonitis, 
and showed great ability in the manner of presenting the 
same. 

After a very successful evening Doctor Watson thanked 
Doctor Howard for coming to us, and Doctor Cottrell 
for his hospitality and the opportunity of meeting in 
Scotia. LAWRENCE A. WING, Secretary. 
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PLACER COUNTY 

The Placer County Medical Society held a dinner meet- 
ing at the Freeman Hotel, Auburn, Saturday evening, 
April 25, at seven o’clock. President Louis E. Jones pre- 
sided. In addition to Doctor Jones, there were the follow- 
ing members and visitors: 

Members—Dr. Robert A. Peers, president of the Cali- 
fornia Medical Association; Doctors Lucas W. Empey, 
E. E. Lundegaard, William Miller, C. E. Lewis, Mildred 
E. Thoren, J. Gordon Mackay, C. C. Briner, L. B. Barnes, 
Ray C. Atkinson, Vernon W. Padgett, Max Dunievitz, 
W. A. Vinks, H. N. March, and Paul D. Barnes. 

Visitors—Dr. I*¥ C. Warnshuis, secretary of the Cali- 
fornia Medical Association; Mr. Hartley Peart, general 
counsel of the California Medical Association, both of 
San Francisco; Dr. C. E. Schoff, councilor for the Eighth 
District, California Medical Association; Dr. Frank Mac- 
Donald, president of the Sacramento Society for Medical 
Improvement; Doctors Harry M. Kanner, F. N. Scatena, 
C. B. Jones, F. F. Gundrum, A. M. Henderson, and Dr. 
E. W. Beach and Mrs. Beach, all of Sacramento; Doctors 
H. L. Karo and Daniel Hirsch of Grass Valley. 

The meeting was the official visit to the Placer County 
Medical Society by President Peers and the other officers 
above mentioned. President Peers gave an outline of his 
work during the past year. Doctor Warnshuis gave a 
résumé of the work of the California Medical Association, 
stressing the following two points: 

1. What the Association is endeavoring to bring to its 
members. 


2. The educational work carried on among the laity. 


Mr. Peart gave a report of the year’s activities of the 
general counsel and called attention to the many prob- 
lems with which his office is confronted. 


Doctors Schoff, MacDonald, and Gundrum made short 
addresses. There then followed general discussion, with 
many questions being asked Doctor Warnshuis and Mr. 
Peart regarding problems in which the members are inter- 
ested. As President Peers and Secretary Warnshuis have 
noted during their visits to the various component county 
societies, the members of the Placer County Medical So- 
ciety show, by their questions, that they have an intelli- 
gent interest in organized medicine. 


Rosert A. Peers, Secretary. 


™@ 
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SACRAMENTO COUNTY 


The regular meeting of the Sacramento Society for 
Medical Improvement was called to order by the president, 
Dr. Frank A. MacDonald, on the evening of April 21 in 
the Auditorium at Twenty-ninth and L streets, Sacra- 
mento. 


The speaker of the evening, Dr. B. O. Raulston of the 
School of Medicine at the University of Southern Cali- 
fornia, who spoke on the subject of Bleeding Peptic Ulcers. 
was introduced by the president. He discussed the subject 
in a scholarly and interesting manner, taking up the eti- 
ology, diagnosis and treatment in turn, as well as the 
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history of the condition. He pointed out that peptic ulcer 
deaths are on the increase in Europe and Wales, and the 
condition is apparently on the increase because of more 
accurate means of diagnosis; and the increase in this dis- 
ease parallels the increase in the stresses and strains of 
modern life. A good description of peptic ulcer was given 
in 1700, and in 1704 there was a good description of an 
autopsy performed on the seventeen-year-old wife of a 
doctor who died of a perforated ulcer of the stomach. The 
statistics, gathered from all sources, indicate duodenal 
ulcer is much more common than gastric, and this may 
be expressed by the equation 8-14:1. Massive hemorrhage 
from ulcer may come from three sources: primarily duo- 
denum, stomach, or jejunum. Bleeding ulcers are limited 
to humans and sea lions, so far as is known, and are 
found more often in thin, highly strung dynamic indi- 
viduals. In other words, “Doers rather than dreamers.” 
It is more common in men than women. The speaker then 
enumerated the possible causes of ulcers, mentioning me- 
chanical factors, infection, emboli, specificity of organisms, 
intercurrent disease, burns, arterial changes, changes in 
smaller vessels, functional or vasomotor changes, brain 
lesions, and vagal influences, probably emanating from 
emotional disturbances and trauma. Summarizing these 
possible causes, the speaker then stated that bleeding 
occurs primarily in chronic ulcers and that there is usually 
hypersecretion of gastric juice and that the resistance to 
this juice in the alimentary tract decreases the farther 
we travel from the stomach. Massive hemorrhages usu- 
ally are diagnosed because of the critical situation pre- 
sented. Statistics show that 15 to 18 per cent of gastric 
ulcers bleed and 20 to 25 per cent duodenal ulcers bleed in 
clinic patients, while 10 per cent of private patients with 
ulcers have massive hemorrhage. He pointed out that often 
after hemorrhage blood dilution is delayed and takes place 
slowly, so that the red blood count and hemoglobin esti- 
mation may be misleading at the time. The treatment 
may be divided into medical and surgical. Under medical 
treatment he suggested the following routine: Bed rest, 
sedative, hospitalization if within reasonable distance, opi- 
ates to reduce peristalsis and lower blood pressure, keep 
warm, normal salt solution subcutaneously, nothing by 
mouth, 5 per cent glucose in normal saline intravenously, 
and repeated blood transfusions. When death occurs in 
these patients it comes either from massive hemorrhage 
or from uremia. Emergency surgery should only be done 
in the presence of massive hemorrhage where the patient’s 
age suggests sclerotic arteries in the site and then only 
if the diagnostician and surgeon agree. Interval surgery 
may be performed because of the possibility of malignant 
changes in gastric ulcer. The discussion of this phase of 
treatment he stated belonged to the surgeons, and the type 
of operation to the field of the surgeon. In conclusion, he 
presented statistics of the Los Angeles County Hospital 
of patients having bleeding peptic ulcers, showing the end- 
results to date, including the effects of various surgical 
procedures after the bleeding had ceased. 


The applications of Doctors Arthur Kahler and La 
Verne Glenn were read for the second time and voted 
upon. Both were unanimously elected to membership in 
the Society. The applications of Doctors Lung Fung, 


Glenn E. Millar, and Leslie A. Runyan were read for the 
first time. 


The report of the Board of Directors was read. It was 
moved, seconded, and passed, that the following resolution 
be adopted and copies thereof be sent to all the members 
of the Society. 

WHEREAS, It is the sense of the Board of Directors of 
the Sacramento Society for Medical Improvement that we 
adhere closely to the “Principles of Medical Ethics” as 
laid down by the American Medical Association” ; and 

WHEREAS, These principles are as follows: 

Article V. Differences Between Physicians 
Arbitration 
Section 1. 
Section 2 
Section 3. 
Section 4. 
And 


WHEREAS, It has come to the attention of the 
Directors that the Sacramento 
provide medical health service 


Board of 
Credit Union proposes to 
for its members; and 


CALIFORNIA AND WESTERN MEDICINE 





Vol. 44, No. 6 


WHEREAS, It appears that this type of organization and 
fee schedule in its relation to the medical profession may 
be in direct conflict with the above principles; therefore 
be it 

Resolved, That no member of the Sacramento Society 
for Medical Improvement shall undertake to provide medi- 
eal services for this or any similar new organization until 
the same is approved by the Sacramento Society for Medi- 
cal Improvement through its Board of Directors. 


The following resolution referring to the Intercoast 
Hospitalization Insurance Association was also passed. 

WHEREAS, The Intercoast Hospitalization Insurance As- 
sociation is now a nonprofit, mutual association incorpo- 
rated under the insurance laws of California and operating 
under a Certificate of Approval; and 

WHEREAS, The Intercoast Hospitalization Insurance As- 
sociation is mindful of and desires to be governed by the 
principles of medical ethics accepted and approved by the 
American Medical Association ; and 

WHEREAS, The service rendered by the Intercoast Hospi- 
talization Insurance Association is now recognized as a 
valuable means of extending dignified relief to the sick 
and has proved of distinct value to the physicians of the 
community ; be it therefore 

Resolved, That the Sacramento Society for Medical Im- 
provement hereby gives its endorsement of approval to the 
Intercoast Hospitalization Insurance Association; and be 
it further 

Resolved, That the Board of Directors of the Sacra- 
mento Society for Medical Improvement be instructed to 
use its good offices to obtain the endorsement of the Inter- 
coast Hospitalization Insurance Association by the Cali- 
fornia Medical Association. - 

Norris R. Jones, Secretary. 
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SAN BERNARDINO COUNTY 


The meeting of the San Bernardino County Medical 
Society was held at the Loma Linda Sanatarium on Tues- 
day, March 3. 

Dinner was served in the main dining room at 7 p.m. 
Following dinner the members and guests adjourned to 
the new pathology building for the program of the eve- 
ning. About seventy-five members and guests were present. 

There being no business to come before the Society the 
president turned the meeting over to Doctor Macpherson, 
who took charge of the scientific program : 


Clinical-Pathological Conference 

Case Report—Atrophic Cirrhosis of the Liver by F. B. 
Moor. Discussion by O. I. Cutler. 

Four Case Reports—Brain Tumors by E. C-. 
Discussion by C. B. Courville and C. 
Angeles. 

Case Report—Carcinoma of the Ovary by Raymond F. 
Tatro. Discussion by O. I. Cutler. 


. Ehlers. 
W. Olsen of Los 
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The meeting of the San Bernardino County Medical 
Society was held at the San Bernardino County Charity 
Hospital on Tuesday, May 7, and was called to order by 
the president at 8 p.m. About fifty-five members and 
guests were present. 

Dr. C. G. Hilliard presented the proposition of codper- 
ation and correlation between the county medical society 
and the county health officer, Doctor Godfrey, and related 
the pleasant connections in the past. 


To bring the matter before the Society, Doctor Hilliard 
moved that the president of the San Bernardino County 
Medical Society be empowered to appoint a committee of 
five, including the president and secretary of the society, 
as ex-officio members, to act as a coOrdinating committee 
with the county public health officer—Public Health Co- 





ordinating Committee. The motion was seconded by 
Doctor Emmons. 
Following favorable discussion by Doctors Abbott, 


Wylie, and Godfrey, the motion was passed. 


The president appointed the new committee as follows: 
Doctors C. G. Hilliard (chairman), F. E. Clough, C. L. 
Emmons, D. C. Mock, and A. E. Vardem (ex officio). 


A motion was made by Doctor Dole and seconded by 
Doctor Emmons that Doctor Held’s application for trans- 


fer from the Orange County Medical Society be approved. 
Passed. 
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The matter of soliciting doctors’ cards for programs, 
etc., was brought up. A motion was made and seconded 
that any paid publication is unethical advertising. Passed. 

The program of the evening was then given. Unfortu- 
nately one of the speakers, Doctor Tobias, was unable to 
be present due to illness. 

Symposium on the Treatment of Contagious Diseases : 

Typhoid Fever (’Phage Therapy) ; 
Meningitis—Paul M. Hamilton. 

Diphtheria (Special Reference to the Heart); Scarlet 
Fever—H. I. Vener. 

Poliomyelitis by R. W. Meals. 

A. E. VarvEN, Secretary. 


® 
SAN JOAQUIN COUNTY 


The regular monthly meeting of the San Joaquin 
County Medical Society was held in the Medico-Dental 
clubroom on May 7. The meeting was called to order at 
8:15 p.m., President O’Connor presiding. 


The customary supper meeting was held at the Hotel 
Wolf at 6:15 p.m. There were twenty-five members and 
guests present. Dr. A. L. Van Meter gave a very inter- 
esting talk on his experiences in the clinics in Boston. 

Dr. Dewey Powell presented a resolution of sympathy 
to Dr. John M. Hench in the passing of his wife, Myrtle 
M. Hench, on April 17. 


President O’Connor made a report on the program of 
the local society concerning the Initiative petition which 
is being circulated in this county for the opening of the 
tax-supported hospitals. He stated it would be the policy 
of the local society to pursue a “hands off” policy until 
after the meeting of the California Medical Association 
at Coronado, where he hoped a definite state-wide policy 
would be adopted. 

The petition of Dr. Leo D. Smith for membership to 
the medical society was read and referred to the Ad- 
missions Committee. 


Meningococcus 


The papers of the evening were presented by Dr. H. 
Brown, who gave a very interesting paper on The Neural- 
gias of the Cranial Nerves. Dr. M. N. Hosmer then spoke 
on Ear, Nose, and Throat Manifestations of Neuralgias 


of the Cranial Nerves. Both papers were well received 
and caused considerable discussion from the floor. 

There being no further business to come before the So- 
ciety, the meeting was declared adjourned at 10:30 p.m. 
and refreshments were served. 

G. H. Ronrracuer, Secretary. 
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SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on Monday evening, May 1], 
at Bissell Auditorium, President Gray presiding. 


The speaker of the evening, Dr. William Boeck of Los 
Angeles, gave a most interesting and instructive talk on 
Gastric Ulcers, illustrated with slides. 

The paper was discussed by Doctors Rebinson, Koefod, 
Geyman, Stone, Clark, and Steele. 

Mr. J. D. Williams of Los Angeles then gave a short 
talk on the influence of hygroscopic agents in cigarettes 
on throat irriations. 

Doctor Ullmann reported for the State Council that 
the State Insurance Committee on Hospital Insurance 
would have a report at the Coronado meeting. 


Doctor Hare reported for the Publicity Committee upon 
newspaper articles and lectures given by physicians. 

Doctor Eaton reported for the Society Council upon 
the questionnaires regarding contract practice. 

Doctor Geyman read a communication from Doctor 
Kelly concerning laboratory and x-ray work done by 
hospitals. 

A motion was made by Geyman, seconded and unani- 
mously carried, that the delegates from our Society sup- 
port any plan regarding hospital insurance endorsed by 
the Council of the California Medical Association. 


W. H. Eaton, Secretary. 
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TULARE COUNTY 


The April meeting of the Tulare County Medical So- 
ciety was held at Motley’s Café on Sunday evening, 
the 19th. 

The Tulare-Kings County Dental Association and 
nurses in Tulare County met with the Tulare County 
Medical Society by invitation to hear the representatives 
of the Public Health League of California. 

In attendance were: Miss C. Britner, R.N., Miss N. 
Grant, R.N., Dentists John Lloyd, Marlowe Anderson, 
J. A. Wallace, E. C. Harper, Chris Weber, George Tann- 
lund, Blackman, L. Lipson, R. H. Dalrymple, L. Car- 
penter, E. J. Ropes; Doctors A. Bond, Watke, Crone- 
miller, Betts, Zumwalt, A. Miller, Campbell, Barber, 
Parkinson, Rosson, Fillmore, Preston, Zellar, Ginsburg, 
Beck, McClure, Weiss, Guido, Falk, P. Miller, Matthias, 
and Brigham; District Councilor Dr. A. E. Anderson of 
Fresno, Dr. Peter Blong, Dr. Louis Packard, and Mr. 
3en Reed, executive secretary of the Public Health 
League, were guests of the Society. 

As an innovation, the first recorded (January, 1918) 
minutes of the Tulare County Medical Society were read 
and enjoyed, both for their historical value and indicating 
the presence of some of our present members in official 
service at this time. 

The application of Dr. Frank L. Wiens of Porterville 
was presented, and he was unanimously elected to member- 
ship. 

Guests were then introduced. Doctor Fannlund replied 
for the dental society. Dr. A. E. Anderson, councilor of 
the Fourth District, endorsed the welcome to the Public 
Health League officials and the meeting was turned over 
to them. 

Mr. Ben Reed, executive secretary of the Public Health 
League of California, first presented Dr. Peter Blong, 
councilor from Alhambra, who related for us the history 
of the inception of the present Public Health League and 
explained the purposes of the League organization. Mr. 
Reed reported on the activities of the League in Sacra- 
mento at the last legislative session. 

Dr. Louis A. Packard of Bakersfield related the assist- 
ance offered by the League in the Kern County problems 
and also gave us preliminary findings on the surveys of 
county hospitals with proposed recommendations to the 
California Medical Association. 

At the conclusion of the meeting it was voted to 
organize a Tulare County chapter of the Public Health 
League to include nurses, dentists, doctors, veterinarians, 
and pharmacists. A practical unanimous response was had 
in obtaining signed memberships. 

Thanking the officials for their assistance, the meeting 
adjourned. 
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The Tulare County Medical Society met at Motley’s 
Café in Visalia for its regular meeting on Sunday eve- 
ning, May 10. Dinner preceded the meeting. 

In attendance were: Doctors Beck, Winns, Preston, 
Tourtillott, Matthias, Weiss, A. Miller, McClure, Fill- 
more, Ginsburg, Cronemiller, Rogers, Seiberth, Brigham, 
P. Miller, Rosson, Zumwalt, and Kohn. 

The first part of the evening was devoted to the scien- 
tific paper. Dr. George F. Schenck, urologist from Los 
Angeles, presented a paper on The Cause of Death. The 
subject was based on the anatomical diagnosis as found 
in one thousand consecutive autopsies. Special emphasis 
was placed on the urologic pathology portrayed. Graphic 
slides were used in illustration. In addition, a moving 
picture portraying the instruments used in transurethral 
resection was shown and a demonstration was given of 
the radio knife. 

Doctor Zumwalt urged us to be on the lookout for any 
poliomyelitis cases. Three cases have been reported in the 
county to date. 

The Constitution Committee presented a completed draft 
of the constitution and by-laws for the Tulare County 
Medical Society. Essential points were read and the re- 
port was unanimously adopted. 

Appreciation and an expression of thanks from the So- 
ciety were given the committee for their efforts in pre- 
paring this work. The committee consisted of Dr. A. W. 
Preston and Dr. A. Miller. 
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The Publicity Committee reported on its investigations, 
and has available reprints and talks on many subjects. 

There being no further business the meeting adjourned 
at 10:10 p.m. , — “Ry : 
* 10 p.t Kart F. Wertss, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (29) 

Fresno County.—Max M. Goldstein. 

Imperial County—William T. Heffernan. 

Los Angeles County.—Jerome W. Bodlander, Nathan 
Dansky, Marion P. Firor, Ethel M. Hamilton, Samuel 
Rodman Irvine, Joseph M. Kinkade, Edward N. Lind- 
quist, Alonzo Y. Olsen, Roy J. Popkin, Julius Simon. 

Orange County.—William Schroer, Leonard M. Taylor. 


Sacramento County.—Albert A. Almada, LaVerne P. 
Glenn, Arthur R. Kahler. 

San Diego County—George F. Harsh, E. H. Kelley, 
John O. Kellogg, Eaton M. MacKay. 

San Francisco County—Harold M. Hand, Samuel Hur- 
witz. 

San Luis Obispo County.—Claude Stafford. 

Santa Barbara County—Harry C. DeVighne, Godfrey 
Steinert. 

Santa Clara County.—Mary C. Wilbin. 

Shasta County.—Gottlieb L. Orth. 

Sonoma County.—-Frank E. Sohler, Jr. 


Transferred (7) 


Joyce A. Albert, from Stanislaus County to Butte County. 


William H. Barnes, from Butte County to Alameda 
County. 


Edwin R. Cole, from Siskiyou County to Fresno County. 


Robert E. Hughes, from San Francisco to Los Angeles 
County. 


John M. Scanland, from Santa Clara County to Napa 
County. 


G. G. Wetherill, from Santa Clara County to San Diego 
County. 


Henry L. White, from Tehama County to Shasta County. 


Resigned (6) 
L. D. Bacigalupi, from San Francisco County. 
Charles W. Barnett, from San Francisco County. 
William E. Chamberlain, from San Francisco County. 
Henrietta Damkroeger, from San Francisco County. 
Olive N. Ehrenclou, from San Francisco County. 
Lloyd E. Hardgrave, from San Francisco County. 


du Memoriam 


Ames, Elwin Witt. Died at Los Angeles, April 6, 
19360, age 69. Graduate of University Medical College of 
Kansas City, 1894. Licensed in California in 1920. Doctor 
Ames was a member of the Los Angeles County Medical 
Association, the California Medical Association, and a 
Fellow of the American Medical Association. 


* 


Baumeister, Edward Emery. Died at San Francisco, 
May 3, 1936, age 58. Graduate of the University of Cali- 
fornia Medical School, San Francisco, 1904. Licensed in 
California in 1905. Doctor Baumeister was a retired 
member of the Butte County Medical Society, the Cali- 
fornia Medical Association, and the American Medical 
Association. 

+ 


Bixby, Edward Marcelius. Died at Oakland, April 24, 
1930, age 77. Graduate of College of Physicians and Sur- 
geons, San Francisco, 1899, and licensed in California the 
same year. Doctor Bixby was a member of the San Fran- 
cisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. 
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Brewer, Lambert Cleveland. Died at Monrovia, May 
10, 1936, age 60. Graduate of Atlanta College of Phy- 
sicians and Surgeons, 1901. Licensed in California in 1921 
Doctor Brewer was a member of the Los Angeles County 
Medical Association, the California Medical Association 
and a Fellow of the American Medical Association. 


* 


Chidester, Walter Clifford. Died at San Mateo, April 
21, 1936, age 61. Graduate of the Medical College oi 
Ohio, Cincinnati, 1896. Licensed in California in 1906. 
Doctor Chidester was a member of the San Mateo County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


+ 


Gatliff, William Walker. Died at Chico, May 12, 1930, 
age 79. Graduate of St. Louis College of Physicians and 
Surgeons, 1884. Licensed in California in 1885. Doctor 
Gatliff was a member of the Yolo-Colusa-Glenn County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


* 


Golding, Daniel G. Died at Santa Monica, April 18, 
1936, age 66. Graduate of Jefferson Medical College of 
Philadelphia, 1890. Licensed in California in 1920. Doctor 
Golding was a member of the Los Angeles County Medi- 
cal Association, the California Medical Association, and 
a Fellow of the American Medical Association. 


+ 


Harrison, Fred. Died at Gridley, April 24, 1936, age 
66. Graduate of the California Eclectic Medical College 
of Los Angeles, 1905. Licensed in California in 1920. 
Doctor Harrison was a member of the Butte County 
Medical Society, the California Medical Association, and 
the American Medical Association. 


* 


MacLeish, Archibald Campbell. Died at Los Angeles, 
May 4, 1936, age 53. Graduate of the University of 
Southern California School of Medicine, 1908, and licensed 
in California the same year. Doctor MacLeish was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


Noggle, George Elliott. Died at Chino, April 8, 1930, 
age 64. Graduate of the Kansas Medical College, Topeka, 
1895. Licensed in California 1923. Doctor Noggle was a 
member of the San Bernardino County Medical Society, 
the California Medical Association, and the American 
Medical Association. 


Highest Calling-—“None of us may measure devotion 
to our cause—no training can be too arduous, no discipline 
too stern. In dealing with menacing realities, the surgeon 
must possess courage and humility ; must feel confident in 
his strength, sincere and tender in its timely application; 
must work with an exactitude that is piety. For us an 
operation is an incident in the day’s work, for our patient 
it may be—no doubt it often is—the sternest, most dreaded 
of all trials, for mysteries of life and death surround it, 
and it must be faced alone. To give courage to those who 
need it, to restore desire for life to those who have aban- 
doned it, with our skill to heal disease or to check its 
course—this is our great privilege. Ours not the concerns 
of ordinary life. We who, like the Happy Warrior, are 
doomed to go in company with Pain and Fear and Blood 
shed, have a higher mission than other men, and it is for 
us to labor that we may prove not unworthy.” 


As to “posing”; this is universal, and differs among 
humans only in degree. Posing to some extent is de 
sirable. Complete frankness would demolish the socia! 
structure. But be not deceived. Extreme pretentiousness 
is as obvious as the sun. Mannerisms would betray t! 
pretender if words failed to do so. 





June, 1936 


THE WOMEN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION?* 


MRS. THOMAS J. CLARK ................... 
MRS. ELMER BELT 


a 
Editor and Chairman of Publicity 


State Auxiliary News 

State Program Planning Shows Progress—Mrs. John 
\V. Barrow, state chairman of Program and Health Edu- 
cation, has given, in her report for the year, an interesting 
account of the accomplishments in health education in 
some of the California counties in codperation with the 
Parent-Teacher Association. Many of the Auxiliary 
members are officers in the association and actively inter- 
ested in the health and hygiene programs. It has been 
their endeavor to present the best in scientific medicine 
and to discourage the presentation of material by un- 
informed and poorly trained individuals. There have been 
established, in some of the larger counties, Speakers’ 
Bureaus where the names of many men and women of 
scientific training and speaking ability are kept on file, 
so that they may be readily contacted when a request for 
a speaker in their field is received. These busy individuals 
have given most generously of their time and effort in 
placing reliable information before the general public. 

Mrs. Barrow’s report says: “Small health-study groups 
have been established, and at these our own members many 
times conduct the meetings. The study envelopes fur- 
nished. by the American Medical Association and Hygeia 
have been used with great satisfaction. Four hundred let- 
ters explaining the aims for health education, together 
with programs, were sent to the hygiene chairmen of 
the Parent-Teacher Association. Such topics as the fol- 
lowing have been chosen by them: “The Child’s Right to 
Normal Health,” “Mental Hygiene,” “Contagion,” “Keep- 
ing the Well Child Well,” etc. Much other material pub- 
lished by the American Medical Association has also been 
used by them. Hygeia has been placed in many schools, 
and is very well recognized as the only health magazine 
for general lay use. The Little Health Plays have been 
presented in many schools. The Los Angeles County 
Auxiliary sent for fifty plays which have already been 
distributed.” 

County Auxiliary Reports 


Alameda County.—The April meeting of the Alameda 

Auxiliary was held on the 17th at the Claremont Country 
Club. It was preceded by a board meeting in the morning 
and the regular friendly half-hour before luncheon, at 
which Mrs. T. Floyd Bell and her committee served as 
hostesses. The day’s speaker was Dr. Agnes Fay Morgan 
of the household science department of the University of 
California, who held the complete interest of her audience 
with her talk on “Diet Fads.” At the business session, 
following the address, the report of the Nominating Com- 
mittee was read: President, Mrs. Clarence Page; presi- 
dent-elect, Mrs. Frank Baxter; vice-president, Mrs. A. A. 
Alexander ; recording secretary, Mrs. C. E. Peters; corre- 
sponding secretary, Mrs. R. A. Young; treasurer, Mrs. 
Hobart Rogers. The new directors chosen are: Mesdames 
J. K. Hamilton, O. T. McCalister, H. H. Meredith, John 
Qhanneson, with Mrs. T. Floyd Bell and Mrs. Lloyd Kin- 
dall to continue from this year. 
_ Mrs. Robert T. Sutherland, the county president, says 
in reporting on the year’s programs: “In May a musicale 
will bring the year’s meetings to a close—a year filled 
with inspiring programs, under the leadership of Mrs. 
Harold Trimble. At this time we will have our mothers 
as guests. It finishes the year’s efforts, but only to cause 
the members to eagerly look forward in anticipation to 
another such profitable year.” 


y+ As county auxiliaries of the Woman's Auxiliary to the 
lifornia Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Elmer Belt, 
chairman of the Publicity and Publications Committee, 
“200 Live Oak Drive, Los Angeles. Brief reports of county 

auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
Using page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate two pages 

1 every issue for Woman's Auxiliary notes. 


STATE MEDICAL ASSOCIATIONS 


Los Angeles County.— That there is no compulsory 
physical examination of food handlers in Los Angeles and 
that one spoon can comfortably accommodate 750,000 bac- 
teria, were two arresting statements made by Dr. John V. 
Barrow in his address before the April meeting of the 
Woman's Auxiliary. Doctor Barrow went on to tell of 
the disastrous consequences resulting from diseased food- 
handlers. For example, out of a passenger list of three 
hundred, two hundred and thirty-five persons contracted 
disease, five dying—all related to the meat cook, who suf- 
iered from an afebrile type of typhoid fever. “Typhoid 
Mary” and her wake of fifty-five known cases with three 
traceable deaths was also mentioned. To remedy this 
condition New York City initiated compulsory physical 
examination of her 350,000 food-handlers, but political 
pressure became too great and this service was dispensed 
with, and in so doing six thousand active tuberculosis 
cases alone were overlooked, each of whom was capable 
of passing the disease on to five others. We are far ad- 
vanced in our methods of treating tuberculosis, yet the 
disease is spreading because we will not control it. A 
few years ago the city health officers of Los Angeles at- 
tempted to make physical examination of food-handlers 
compulsory ; however, they only succeeded in making the 
service a voluntary one. There is no record of food- 
handlers in this city, but the number probably approxi- 
mates one hundred thousand. Out of four thousand ex- 
amined by Dr. George Parrish in one month, five hundred 
were found to be infected with either venereal disease 
or tuberculosis. Doctor Barrow concluded his remarks by 
saying this situation can only be corrected through in- 
formed public opinion, and he felt it the responsibility 
of the women to arouse the interest of the community to 
this end. 

Dr. Verne Hauser discussed the subject of Scarlet 
Fever: Its Classification, Treatment, and Prognosis, ex- 
plaining that the death rate numbers less than two per 
cent in cases without complications. Medical asepsis, 
which is so effective in the contagious wards, was also 
described by Doctor Hauser. Out of five thousand cases 
of communicable diseases in the General Hospital during 
1935, the cross-infection rate was far less than one per 
cent. 

Mr. Ben Reed of the Public Health League, for whom 
the Auxiliary feels a real kinship because of his regular 
yearly appearances, spoke briefly on legislative aspects of 
scientific medicine. 

On May Day a membership tea was held at the beauti- 
ful new home of Mrs. William H. Daniel, the Rancho 
del Burro at La Canada. After a short talk by Mrs. John 
V. Barrow, president, whose great enthusiasm is for the 
work of the Auxiliary, a delightful tea was served. 

The Harbor Branch held their regular dinner meeting 
on May 5 at Long Beach, Mrs. John V. Barrow being the 
guest of honor. The Nominating Committee presented the 
names of officers for the ensuing year: Mrs. Francis 
Hertzog, chairman; Mrs. F. R. McCrea, vice-chairman; 
and Mrs. R. B. Eusden, secretary. After the business 
meeting there followed a lecture on art, the speaker illus- 
trating his talk by the unique method of painting a picture 
and explaining the stages through which an artist pro- 
gresses until his work is completed. 

Mrs. Haron E. Crowe, Corresponding Secretary. 
7 7 Y 


Marin County—The regular monthly dinner meeting of 
the Woman’s Auxiliary to the Marin County Medical 
Society was held on March 26 at the Marin Golf and 
Country Club, with Mrs. Harry Hund presiding in the 
absence of Mrs. Robert Furlong, the president, who was 
ill. The speaker and guest of honor was Mrs. Thomas J. 
Clark of Oakland, the state president, who gave a most 
interesting talk about the growth and aims of the Woman’s 
Auxiliary. Mrs. E. Taylor Dykes of Oakland was also 
the guest of the Auxiliary, and played two delightful 
composition on the piano. After the program a short 
business meeting was held. 

Caro Fow ter, Publicity Chairman, 


7 2 
Orange County—Mrs. R. C. Green, in conducting the 


business portion of the meeting held on May 5 at the home 
of Mrs. Claude Steen in Santa Ana, appointed Mrs. G. 


















































































































































































































































































































































Wendell Olson chairman of a committee to codperate with 
the Public Health League in its work at the fall election. 
She asked Mrs. Harry Huffman to head a committee to 
make all arrangements for the June fiesta. 


The program was distinctly enjoyable. Mrs. Dana S. 
Newkirk of Fullerton, pianist, played Debussy’s “Clair de 
Lune,” “Rhapsody in C Major” by Dohuanyi and, as an 
encore, Chopin’s “Minute Waltz.” Mrs. H. D. Newkirk 
of Anaheim reviewed Ruth Lamb’s “American Chamber 
of Horrors,” and discussed the new Copeland Bill, de- 
signed to correct the sale of many of the impure and un- 
standardized foods and harmful drugs which the book 
describes. Later the hostesses, Mesdames Claude and E. J. 
Steen, J. W. Camp, E. W. Kersten, Charles Petty, and 
S. Theron Johnston, served tea. Mrs. Olson and Mrs. 
Harry Zaiser poured. 

Jessie Q. Rarrt, Publicity Chairman, 
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Sacramento County—The meeting of the Auxiliary to 
the Sacramento County Society for Medical Improvement 
was held on April 21 at the home of Mrs. Edward S. 
Babcock. The meeting was called to order by our new 
president, Mrs. E. O. Brown. The following were 
hostesses: Mesdames Raymond Wallerius, Dave Dozier, 
Cordes Ankele, Louis Barrette, and Harry M. Kanner. 
For delegates to the State convention at Coronado the 
following were appointed: Mesdames George Briggs, 
Junius B. Harris, Nathan Hale, with Mesdames Robert 
Peers, Edward Babcock, and Orrin Cook to serve as 
alternates. Mrs. John D. Lawson was chosen as delegate 
to the national convention at Kansas City. 

On April 3 a tea was given at the home of Mrs. E. O. 
Brown for the visiting doctors’ wives of the Tuberculosis 
Association. 

Following the regular meeting refreshments were served 
by the hostesses of the day. 


Mrs. Joun D. Lawson, Corresponding Secretary. 


Conservation of Vision. — The steady progress in the 
United States toward elimination of the principal causes 
of vision impairment and total loss of sight is described 
by the National Society for the Prevention of Blindness 
in its twenty-first anual report, made public recently 
(April, 1936) by Lewis H. Carris, managing director. 
“To those engaged in the work of sight conservation the 
accomplishment of the past promises an ever-decreasing 
number of needlessly blind,’ says the report, entitled 
“Looking Forward.” “Scientific advances and public edu- 
cation encourage us to look forward to the time when 
there will be no blindness from preventable causes.” 

In releasing the report, Mr. Carris said: “The means 
of safeguarding the eyes of infants at birth, of conserving 
the sight of school children, and of protecting the eyes of 
industrial workers are becoming more and more generally 
known. The American public is showing its eagerness to 
take advantage of the research and experience of the 
thousands of doctors, nurses, educators, safety engineers, 
illumination experts, social workers, and others who are 
devoting their energies to this cause.” 

The report discloses an 80 per cent increase, during the 
last decade, in the number of sight-saving classes for 
the education of school children with seriously defective 
vision. There were 260 of these special classes in 1925, 
and 476 in 1935, despite the smaller budgets of local de- 
partments of education in recent years. Approximately 
6,000 boys and girls are now enrolled. The Society esti- 
mates, however, that 44,000 additional school children are 
in need of the special facilities and teaching methods 
afforded by sight-saving classes, if they are to receive a 
full and normal education without injury to the eyes and 
without strain upon their physical and nervous systems. 

Other activities summarized in the report include spon- 
sorship of the special training of social workers for service 
in eye clinics; codperation with industry to protect the 
eyes of workmen in hazardous occupations; a campaign 
to prevent eye injuries from Fourth-of-July fireworks; 
collaboration with public health agencies in promoting 
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routine blood tests for expectant mothers as a precaution 
against syphilis, which is one of the most serious causes 
of blindness; the holding of round-table meetings in vari- 
ous sections of the country for the benefit of public health 
nurses, especially those in schools; utilization of teacher- 
training centers for promoting sight conservation among 
school children; and continuation of the society’s effort 
to halt blindness from ophthalmia neonatorum, commonly 
known as “babies’ sore eyes,” through compulsory use of 
prophylactics in the eyes of infants at birth. 

The society’s motion-picture film, “Preventing Blind- 
ness and Saving Sight,” was exhibited to more than a 
thousand different audiences throughout the United States; 
prints of the film were used also in Hawaii, Brazil, Cuba, 
and Japan. Members of the staff visited eighty-two cities 
in twenty-six states, to assist local groups interested in 
sight conservation. Nearly a quarter-million pamphlets 
were distributed during the year. 

The society now has on its roster of members and 
donors approximately 20,000 men and women representing 
every section of the country. Its work is supported en- 
tirely by voluntary public contributions. Income for 1935 
was $109,000 and expenditures were $134,000, necessi- 
tating the use of $25,000 from the reserve fund. 

Elihu Root is honorary president, and the following are 
honorary vice-presidents: Dr. George E. deSchweinitz, 
John H. Finley, Senator Thomas P. Gore, Helen Keller, 
Mrs. Winifred Holt Mather, and Lillian D. Wald. The 
active officers are William Fellowes Morgan, president: 
Dr. Park Lewis, Russell Tyson, and Preston S. Millar. 
vice-presidents ; and George C. Clark, treasurer. 


Prayer for Physicians—(By Maimonides*).—O God. 
Thou hast formed the body of man with infinite goodness : 
Thou hast united in him innumerable forces incessantly 
at work like so many instruments, so as to preserve in 
its entirety this beautiful house containing his immortal 
soul, and these forces act with all the order, concord, and 
harmony imaginable. But if weakness or violent passion 
disturb this harmony, these forces act against one another 
and the body returns to the dust whence it came. Thou 
sendest then to man Thy messengers, the diseases which 
announce the approach of danger, and bid him prepare to 
overcome them. The Eternal Providence has appointed 
me to watch o’er the life and health of Thy creatures 
May the love of my art actuate me at all times, may 
neither avarice, nor miserliness, nor the thirst for glory 
or a great reputation engage my mind; for, enemies of 
truth and philanthropy, they could easily deceive me and 
make me forgetful of my lofty aim of doing good to Thy 
children. Endow me with strength of heart and mind, si 
that both may be ready to serve the rich and the poor. 
the good and the wicked, friend and enemy, and that | 
may never see in the patient anything else but a fellow 
creature in pain. 

If physicians more learned than I wish to counsel me. 
inspire me with confidence in and obedience toward the 
recognition of them, for the study of the science is great 
It is not given to one alone to see all that others see. May 
I be moderate in everything except in the knowledge of 
this science; so far as it is concerned, may I be insatiable : 
grant me the strength and opportunity always to correct 
what I have acquired, always to extend its domain; for 
knowledge is boundless and the spirit of man can als 
extend infinitely, daily to enrich itself with new acquiré 
ments. Today he can discover his errors of yesterday, and 
tomorrow he may obtain new light on what he thinks 
himself sure of today. 

O God, Thou hast appointed me to watch o’er the life 
and death of Thy creatures; here am I ready for my 
vocation. 





* Maimonides (Rabbi Moses Ben Maimon), also known 
from the initials of these last words as Rambam, philos: 
pher and master of Rabbinic literature, was born in Cor- 
dova, Spain, in 1135. He was educated by his father and 
by Arabic masters. He left Spain when he was thirteen 
years old and settled eventually in Fez. Five years late! 
he moved to Cairo, where he became recognized as thé 
greatest Rabbinic authority of his time. He served as body 
physician to Saladin. Maimonides died in 1204. (See als« 
March, 1936, issue of CALIFORNIA AND WESTERN MEDICINE 
on page 192.) 
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NEWS 


Coming Meetings 


American Association for the Study of Goiter, Chicago, 
June 8-10, 1936. W. Blair Mosser, M.D., 133 Biddle 
Street, Kane, Pensylvania, corresponding secretary. 


Medical Library Association, St. Paul, June 22-23, 1930. 


Miss Janet Doe, 2 East 103rd Street, New York, secretary. 


Western Section of the American Congress of Physical 
Therapy, Los Angeles, June 18, 1936. Fred B. Moor, 
M. D., Loma Linda Sanitarium and Hospital, Loma Linda, 
secretary. 


Medical Broadcasts* 


The American Medical Association broadcasts have 
been discontinued for the summer months. A new series 
is under consideration for the autumn and winter of 1936- 
1937. 


7 av 7 


San Francisco County Medical Society.— The radio 
broadcast program for the San Francisco County Medical 
Society for the month of June is as follows: 

Tuesday, June 2—KYA, 6 p. m. 

Tuesday, June 9—KYA, 6 p. m. 

Tuesday, June 16—KYA, 6 p. m. 

Tuesday, June 23—KYA, 6 p. 

Tuesday, June 30—KYA, 6 p. 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medical 
Association for the month of June is as follows: 

Tuesday, June 2—KECA, 10:30 a. m. Subject: The Road 
of Health. 
Saturday, June 6—KFI, 9 a. m. 

Health. 

Saturday, June 6—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, June 9—KECA, 10:30 a. m., 
of Health. 

Saturday, June 13—KFI, 9 a. m. 

Health. 

Saturday, June 13—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, June 16—KECA, 10:30 a. m. 
of Health. 

Saturday, June 20—KFI, 9 a. m. 

Health. 

Saturday, June 20—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, June 23—KECA, 10:30 a. m. 
of Health. 

Saturday, June 27—KFI, 9 a. m. 

Health, 

Saturday, June 27—KFAC, 10:15 a. m. 
tor and You. 

Tuesday, June 30—KECA, 10:30 a. m. 
of Health. 


Subject: The Road of 


Subject: Your Doc- 
Subject: The Road 
Subject: The Road of 
Subject: Your Doc- 
Subject: The Road 
Subject: The Road of 
Subject: Your Doc- 
Subject: The Road 
Subject: The Road of 
Subject: Your Doc- 
Subject: The 


toad 


Surgeons Honor Dr. Leo Eloesser.—An Associated 
Press news dispatch from Rochester, Minnesota, of May 5, 
stated: Dr. Leo Eloesser of San Francisco was elected 
president of the American Association of Thoracic Sur- 
geons at an executive meeting of the Association. 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day, date and hour, and subject) to CALIFORNIA 
\ND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


Los Angeles Neurological Society.—The neurological 
staffs of the medical, surgical, and pathologic services of 
the Los Angeles County Hospital have organized a society 
known as the Los Angeles Neurological Society, which 
meets every Thursday evening at the hospital for presen- 
tation of the most instructive and interesting cases on the 
services. This society has met regularly for two years. 
Beginning with this year a publication, known as the 
Bulletin of the Los Angeles Neurological Society, is being 
issued quarterly. This is to contain brief papers, mostly 
case reports, written by the members of the attending 
staff and residents. The secretary is Dr. J. M. Nielsen, 
727 West Seventh Street, Los Angeles. 


Sterilization Need Stressed.—Segregation or sterili- 
zation of mental defectives, preferably in their youthful 
years, was urged yesterday by H. E. Kellington, divisional 
director of the Los Angeles County probation department. 

Speaking before the Los Angeles Methodist Ministers’ 
Association at the First Methodist Church, Kellington 
declared that “society must soon face the problem squarely 
for the general welfare and for the sake of the unfortu- 
nates.” 

“In 1932 the Juvenile Court made a study of 14,000 con- 
secutive cases of juvenile delinquency,” Kellington said. 
“Forty-eight per cent of the children brought before the 
court were mentally subnormal. About the same percent- 
age of mental defectives is found in the prison population.” 

Veils of religious prejudice and prudery must be with- 
drawn and the question of what to do with mental de- 
fectives must be discussed in an intelligent manner, 
Kellington declared. Through church agencies, he said, 
churches can aid greatly in bringing about a reduction in 
juvenile delinquencies—Los Angeles Examiner, May 19, 
1936. 


Registration Under Harrison Narcotic Act.—Every 
physician registered under the Harrison Narcotic Act 
must re-register on or before July 1 with the collector of 
internal revenue of each district in which he maintains an 
office or a place for the treatment of patients. Failure to 
re-register within the time allowed by law adds a penalty 
of 25 per cent to the annual narcotic tax payable at the 
time of registration and, in addition, makes the physician 
in default liable to a fine not exceeding $2,000, or to im- 
prisonment for not exceeding five years, or to both. The 
Commissioner of Internal Revenue has been so lenient in 
the past in enforcing the criminal penalties provided by 
the Act that many physicians seem to have assumed that 
promptness in re-registration is not material. Year after 
year they have registered tardily. Since repeated warn- 
ings have failed to correct the situation, the commissioner 
has recently given negligent or recalcitrant physicians the 
choice between paying substantial sums by way of compro- 
mise in lieu of the penalties for their offenses or, as an 
alternative, accepting criminal prosecution, with resultant 
publicity and liability to fines of indefinite amounts and 
possibly imprisonment. This was an act of grace on the 
part of the commissioner, since he might have instituted 
criminal prosecutions without allowing the offending phy- 
sicians any choice in the matter. If the course that the 
commissioner has adopted does not produce the desired 
promptness in registration, he will have no recourse other 
than criminal prosecution to attain that result. If tardi- 
ness in registration results in criminal prosecutions, with 
incidental publicity and the possibility of fine and im- 
prisonment, physicians will recognize that ample notice 
has been given them.—Journal of the American Medical 
Association May 16, 1936. 
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Western Section, American Congress of Physical 
Therapy.—The annual meeting of the Western Section 
of the American Congress of Physical Therapy will be 
held in Los Angeles on June 18, 1936. Session will be held 
in the Los Angeles County Medical Association Building, 
1925 Wilshire Boulevard. 


The Program Committee has been fortunate in securing 
as guest speaker, Dr. William Bierman of New York 
City. Doctor Bierman has done a great deal of original 
work in the field of physical therapy and is the author 
of several scientific articles. 


The fee for the seminar is $5, which includes the ticket 
to the banquet. 
PROGRAM 


Morning Session 
Cora Smith King, M. D., Chairman 


10:00 to 10:10—Opening Remarks: John Severy Hibben, 
M. D., Pasadena, President of the American Congress of 
Physical Therapy. 

10:10 to 10:30—The Use of Short-Wave Currents: William 
Bierman, M. D., New York City. 

Discussion by C. J. Breitwieser, E. E., California In- 
stitute of Technology, Pasadena, and David H. Kling, 
M. D., 1930 Wilshire Boulevard, Los Angeles. 

10:30 to 11:00—The Use of Ultra-Violet Radiation in Clini- 
cal Medicine, with Special Reference to Cutaneous Dis- 
eases: Julius R. Scholtz, M. D., Instructor in Medicine 
(Dermatology and Syphilology), University of Southern 
California Medical School. 

Discussion by Robert C. Burt, Ph. D., Burt Scientific 
Laboratories, Pasadena, and Samuel Ayres, Jr., M. D., 
Professor of Dermatology, College of Medical Evangel- 
ists, Los Angeles. 

11:00 to 11:30—Posture: Rodney F. Atsatt, M.D., Santa 
Barbara, member of the Committee on Physical Ther- 
apy, California State Medical Society. 

Discussion by Harold E. Crowe, M.D., Clinical Di- 
rector, Los Angeles Orthopedic Hospital, Los Angeles. 
11:30 to 12:00—End-Result Studies of Osteomyelitis and 
Acute Pyogenic Joint Infections Treated in the Warm 
Salt Water Pool: A. Brockway, M. D., Director of Sur- 

gery, Orthopedic Hospital, Los Angeles. 

Discussion by Vernon P. Thompson, M. D., F. A. C. S., 
Orthopedic Division, University of Southern California 
Medical School, Los Angeles. 


Afternoon Session 
Cleon W. Symonds, M. D., Chairman 


:00 to 2:10—Registration of Physical Therapy Tech- 
nicians: John Severy Hibben, M. D., Pasadena, Presi- 
dent of the American Congress of Physical Therapy. 

2:10 to 2:30—Vitamins in Medicine: Henry Borsook, Ph.D., 
M.D., Professor of Biological Chemistry, California In- 
stitute of Technology, Pasadena. 

Discussion by Arthur A. Gould, M.D., member of at- 
tending staff, Cedars of Lebanon Hospital, Los Angeles. 
:30 to 3:00—The Temperature of the Surface of the Skin, 
with Special Reference to the Diagnosis and Treatment 
of Peripheral Vascular Disease: William Bierman, M. D., 
New York City. 

Discussion by Grace Pearl Jennings, M. D., Director of 
the Department of Physical Medicine, California Hospi- 
tal, Los Angeles. 

00 to 3:30—Physical Therapy and the Industrial Sur- 
geon: P. A. Quaintance, M. D., F. A. C. S., 2007 Wilshire 
Boulevard, Los Angeles. 

Discussion by E. Bertrand Woolfan, M. D., 1724 North 
Highland Avenue, Hollywood. 

3:30 to 4:00—Massage in the Treatment of Fractures: Max 
A. Levine, M. D., 2007 Wilshire Boulevard, Los Angeles. 

Discussion by M. C. Cameron, M. D., Assistant Pro- 
fessor of Surgery, College of Medical Evangelists, Los 
Angeles. 

700 to 4:30—The Treatment of Gonorrhea in the Femule 
by Means of Systemic and Additional Pelvic Heating: 
William Bierman, M. D., New York City. 

Discussion by Rodney F. Atsatt, M.D., Santa Barbara. 
7:30 to 5:00—Legal Aspects of Physical Therapy: Mr. 
William Rains, Los Angeles, Attorney for the Medical 
Protective Company, Fort Wayne, Indiana. 

General discussion and questions. 
Evening Session 
John Severy Hibben, M. D., Chairman 
7:00 to 10:00—Banquet: Toastmaster, Edward M. Pallette, 
M. D., Los Angeles, President-Elect, California State 
Medical Association. 
Address: Fever Therapy—William Bierman, M. D., New 
York City. 
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Death of Dr. Campbell P. Howard, Guest Speaker 
at Coronado Annual Session.—The Los Angeles 71): 
in its issue of June 4, 1936, printed the following: 


cs, 


Doctor VISITING BEACH EXPIRES 


Santa Monica, June 3.—-Dr. Campbell P. Howard, who 
came here from Montreal as a guest speaker last week at 
the Coronado convention of the California Medical Associ- 
ation, died here today. He was 59 years of age and was a 
professor of medicine at McGill University, Montreal. 

While in Santa Monica he was the guest of Dr. Ch 
J. Rowan. 


trles 


Possible Medical Use of Neutrons Shown by Studies, 
A May 4 dispatch from Atlantic City follows: 


Hopes of medical science for a more powerful weapon 
in its fight against cancer were strengthened by a report 
delivered before the American Society of Clinical Investi- 
gations today by Dr. John Lawrence of Yale University, 
and P. A. Aebersold and Dr. E. O. Lawrence of the Uni- 
versity of California. 

Dr. John Lawrence stated that new tests just com- 
pleted in the Radiation Laboratory of the University of 
California indicate that the neutron ray may prove to be 
a more effective means of treating malignant tumors than 
is the x-ray. It has been demonstrated that this is true 
concerning one type of cancer in mice, but the results will 
have to be confirmed by other experiments before con- 
clusions can be drawn concerning its application to human 
beings. 


The tests were performed on a series of six hundred 
mice of a strain which is peculiarly susceptible to a type 
of malignant growth known as sarcoma 180. 


It was found by test that the differential effect of 
neutron discharge on cancerous cells and on normal cells 
in mice is greater than the differential for the x-ray. That 
is, the neutron ray is four times as lethal as the x-ray on 
sarcoma 180, but only 2.7 times as lethal on healthy mice. 
Seven hundred to 750 roentgen units of the neutron dis- 
charge will reduce the virility of sarcoma 180 to a point 
where it will not grow when implanted in mice. On the 
other hand, 3,000 roentgen units of the x-ray are required 
to accomplish the same result. 

When healthy mice were subjected to the two types of 
ray, it was found that the neutron was only 2.7 times as 
lethal as the x-ray. In other words, in the case of mice, 
it is possible to choose a definite dosage of neutrons which 
will be more destructive to cancer cells, but no more de- 
structive of life than is the x-ray. 

The importance of this, if further experiments show the 
same relation to hold on other types of cancer and on the 
human body, is indicated by the fact that some cancer 
specialists have declared that an increased differential 
effect of radiation on diseased and healthy tissue would 
lead to a geometrically greater number of cancer cures. 
Some estimates have been made that the x-ray is on the 
average about 20 per cent more lethal for cancer cells than 


enough dosage of x-ray to kill the malignant growth with- 


out doing damage to the patient. If the differential ot 
20 per cent could be increased to 30 per cent, the story 
would be different. It is from this point of view that the 
neutron ray appears to offer strong hope to science. 

The idea that neutron rays might show a wide differ- 
ential in their effect on different tissues was suggested by 
preliminary tests in the summer of 1935. The Lawrence 
brothers found that in changing the blood picture ot rats 
the neutron ray was about five times as powerful as the 
x-ray. At the same time, Aebersold and Dr. R. E. Zirkle 
of the University of Pennsylvania, demonstrated that 
its effect on the tissue of wheat seedlings, the neutron ray 
was about ten times as powerful as the x-ray. From this 
it was suggested that there might be a similar difference 
in effect on various types of tissue within the same body. 
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Medical Library Meeting.—The thirty-eighth annual 
meeting of the Medical Library Association will be held 
in St. Paul, Minnesota, June 22 and 23, 1936, and in 
Rochester, Minnesota, June 24. Sessions will be held at 
the Ramsey County Medical Society, New Lowry Medi- 
cal Arts Building, St. Paul, and at the Mayo Clinic, 
Rochester. 


The program will include addresses, discussions, and 
demonstrations on library procedure, medical history and 
literature. 


This association consists of about 175 of the medical 
libraries of this country and Canada, together with their 
librarians and a group of supporting members who are phy- 
sicians interested in the advancement of medical libraries. 


The officers of the association are as follows: President, 
Dr. W. W. Francis of Montreal; vice-president, Dr. 
A. H. Sanford of Rochester, Minnesota; secretary, Miss 
Janet Doe, 2 East 103rd Street, New York; treasurer, 
Miss Mary Louise Marshall of New Orleans. Chairman 


of Executive Committee, Miss Marjorie J. Darrach of 
Detroit. 


All interested in the development of medical libraries 


and a wider knowledge of medical literature are invited 
to attend. 


Qualifying Certificate (Basic Science) References.— 
On page 526 is an item concerning the proposed California 
qualifying certificate law. This law has been discussed in 
previous issues, as follows: 


Vol. XXVII, No. 4, October, 1927, page 525. 

Vol. XXXI, No. 4, October, 1929, page 285. 

Vol. XL, No. March, 1934, page 194. 

Vol. XL, No. April, 1934, page 302. 
Committee a Basic Science Act. 

Vol. XL, No. May, 1934, page 379. Editorial. 

Vol. 41, No. 5, November, 1934, page 339. Editorial. 

Vol. 42, No. January, 1935, page 39. Editorial. 

Vol. 48, No. 5, November, 1935, page 321. Editorial. 

Vol. 43, No. December, 1935, page 395. Editorial. 

Vol. 44, No. January, 1936, page 2. Editorial. 

Vol. 44, No. April, 1936, page 252. Editorial. 

Vol. 44, No. April, 1936, page 349. Special Article. 

Vol. 44, No. 5, May, 1936, page 425. Report of Spe- 
cial Committee on a Qualifying Certificate (Basic 
Science) Law. 


Editorial. 
Editorial. 
Editorial. 

Report of Special 


First International Conference on Fever Therapy.— 
The First International Conference on Fever Therapy is 
to be held at Columbia University, New York City, from 
September 29 to October 3, 1936. 


The subjects to be discussed will include physiologic 
and pathologic changes as well as the treatment of gonor- 
rhea, both in the male and in the female; gonorrheal and 
nonspecific arthritis; syphilis in its various stages; neuro- 
logic conditions such as multiple sclerosis, chorea, paresis, 
tabes ; skin diseases, etc. 


This meeting will be held under the chairmanship of 
Baron Henri de Rothschild of Paris, France. The French 
committee, of which Professor d’Arsonval is honorary 
president, is under the chairmanship of Professor Abrami. 
Other members of this committee include Professors Ala- 
jouanine, Binet, Claude, Janet, Lardennois, Laubry, and 
Levaditi, and the general secretaries of the committee, 
Doctors Talphen and Auclair. 


The American committee consists of Doctors Desjar- 


dins, Bierman, Hartman, Hinsie, Neymann, Simpson, and 
Warren. 


National European committees are being formed under 
the direction of Professors Maranon of Spain, Frugoni of 
Italy, Volhardt of Germany, Wagner-Jauregg, and Ep- 
pinger of Austria, Michaux of Switzerland, Bessemans 
of Belgium, and Danielopolu of Roumania. 


Abstracts of the papers to be read are to be published 


in the volume of the transactions in English, German, and 
French. 


_ Information regarding this conference may be secured 
trom the general secretary, Dr. William Bierman, 471 
Park Avenue, New York City. 


NEWS 


Sight-Saving Classes——The National Society for the 
Prevention of Blindness has announced that courses for 
the training of teachers and supervisors of sight-saving 
classes will be offered at the 1936 summer sessions of : 

University of California at Los Angeles, West Los 
Angeles, June 27 to August 7. Miss Frances Blend, who 
will be director of the course, is principal of sight-saving 
classes, Los Angeles City Schools. 

University of Cincinnati, Cincinnati, Ohio, June 22 to 
July 28. Miss Estella Lawes, who will be director of the 
course, is director of the department of sight conservation, 
Cincinnati public schools. 

State Normal School, Oswego, New York, June 29 to 
August 7. Miss Mattie M. Carter, who will be director 
of the course, is state supervisor of sight-saving classes, 
New York State Education Department. (Course to be 
given in Syracuse.) 

Teachers’ College, Columbia University, New York. 
July 7 to August 14. Mrs. Winifred Hathaway, who will 
be director of the course, is associate director of the 
National Society for the Prevention of Blindness. 

Details regarding the courses may be obtained from the 


university or college, or from the director in charge of 
the course. 


California Cities Win Health Awards.—Oakland won 
first award in cities of between 250,000 and 500,000 popu- 
lation in the 1935 Inter-Chamber City Health Conser- 
vation Contest conducted by the United States Chamber 
of Commerce in codperation with the American Public 
Health Association. A special award was granted to Palo 
Alto, which had won first place in the contest twice before 
and which maintained the previous high standards of 
health achievement among cities of its population classifi- 
cation in 1935. Honorable mention among cities of 50,000 
to 100,000 population was awarded to Pasadena and Sacra- 
mento, and among cities between 20,000 and 50,000 popu- 
lation honorable mention was awarded to Santa Barbara. 


In this contest New York State won eight awards and 
California five. Four prizes each went to Connecticut, 
New Jersey, and Michigan. Massachusetts and Minnesota 
received three awards each. Two awards went to Penn- 
sylvania. One award each was given to Florida, Hawaii, 
Illinois, Maryland, North Carolina, Oklahoma, Texas, 
Washington, and Wisconsin. 


This contest,which is open to cities anywhere in the 
country, is for the purpose of determining which cities of 
various populations are conducting the most effective com- 
munity public health programs in efforts to prevent prema- 
ture deaths and those economic losses which may be due 
to unnecessary illness. 


In announcing the results of the contest the American 
Public Health Association makes the following comment : 

“Of the first place winners, New York received two; 
and one each went to California, Massachusetts, Michigan, 
and Minnesota. The fact that New York and California 
won so many awards is probably due not only to the fact 
that they both have splendid examples of good local health 
services, but also to the very active support and help of 
the state departments of health in these states. 


“Competing cities are judged on the basis of the avail- 
ability and use of safe water supplies, the adequacy of 
sewage disposal, the extent to which children are pro- 
tected against such diseases as diphtheria and smallpox, 
the number of expectant mothers who receive proper pre- 
natal care, the number of babies who are being kept well 
through adequate medical supervision, the safety and 
purity of the milk supply, the use of effective measures 
for the control and prevention of such diseases as tuber- 
culosis and venereal diseases and the extent to which the 
physicians and dentists are practicing preventive medicine. 

“It is very gratifying to find that the death rates are 
declining more rapidly in the cities participating in the 
contest than in the country as a whole. This may well 
reflect the greater progress made in all health matters in 
these cities. 

“In 1935 there were 234 cities in the contest whose popu- 
lations totaled over 23,000,000, 
the total urban population of this country. Forty-five 
states, the Islands of Hawaii, and Alaska were repre- 
sented.”’ 


more than one-quarter of 
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Indigent Ill Cost Heavy—Los Angeles County 
Spends Million Per Year on Tuberculosis Outside 
Institutions. — Approximately $1,000,000 is being spent 
annually by Los Angeles County in the care of tubercu- 
lous indigents who are not in county-owned institutions 
but are the legal responsibility of the County Charities 
Department, according to records on file in the offices of 
the department. 


The tuberculous indigents are in addition to 970 patients 
in Olive View Sanatorium, the capacity of that  insti- 
tution, and 290 in the six tuberculosis wards of the 
General Hospital, which have a normal capacity of 233. 

The $1,000,000 is divided into three parts as follows: 


Approximately $480,000 for the annual cost of main- 
taining 870 patients in twenty-five privately owned rest 
homes. 

Another $405,000 is the estimated amount that will be 
needed this fiscal year as the total relief budgets for more 
than 1,600 cases confined in their own homes. 

The balance of $60,000 is for the medical care of this 
latter group. 


Death of W. W. Beckett, President of California 
Medical Association in 1909.— The Los Angeles E.r- 
aminer, in its issue of June 4, 1936, printed the following : 


DeatTH CALLS Doctor 


Medical Director Emeritus of Insurance 
Had Active Career 

Dr. Wilbur Wesley Beckett, 79 years of age, leader 

Angeles in the medical field and vice-president and 

medical director emeritus of the Pacific Mutual Life In- 

surance Company, died yesterday after a one-day illness. 

Only last Sunday [May 31] Doctor Beckett, amid a group 
of friends and relatives, celebrated his birthday at his 
home at 2218 South Harvard Boulevard. Tuesday evening 
he suffered an apoplectic stroke. 

Doctor Beckett came to California with his parents, 
who had crossed the country in a covered wagon in 1852 
to Forest Grove, Oregon. 

Doctor Beckett was graduated from the medical de- 
partment of the University of Southern California in 1888, 
being a member of the institution's first graduating class. 
He took a postgraduate course in New York. Then he 
began his practice here, and in 1901 he entered the 
life insurance field. 

He maintained his contact with the Southern California 
medical college, being dean emeritus of the institution and 
a trustee of the University. He was a past president of 
the California Medical Association and was a member of 
numerous clubs and organizations. 

Doctor Beckett leaves two sons, Dr. Wilbur Archer 
Beckett and Francis Haynes Beckett; a niece, Miss Zella 
Keim, who has been living with the physician since the 
leath of Mrs. Beckett six years ago, and two sisters, Mrs. 
Pernelia Keim of Glendale and Mrs. Elizabeth Phillips of 
Oakland. 


BECKETT 


Company 


of Los 


Aid of Insects and Molds Shown to Doctors at 
American Medical Association Meeting.—Insects known 
to infest man, insects that heal certain human ailments, 
and molds that cut the cost of making medicines were on 
display by entomologists and chemists of the United States 
Department of Agriculture at the meeting of the Ameri- 
can Medical Association (May 11-15) at Kansas City, 
Missouri. 

Entomologists of the department prepared exhibits to 
show the part played by several flies in causing myiasis 
among human beings Maggots of several species of 
flies—entering the body with food or drink—remain in the 
intestinal tract, causing severe abdominal pains, nausea, 
and headaches. The most common producers of intestinal 
myiasis are flesh flies, the rat-tailed maggot, the little 
house fly, and the latrine fly. 

Where abundant, the nose bot-fly—normally parasitic 
in the head sinuses of sheep and goats—sometimes injures, 
or even blinds, people it happens to fly against. It deposits 
its maggots in the eyes of its victims. 

In the North, Northwest, and East, children sometimes 
are infested with larvae of parasitic flies, which burrow 
into the skin, producing boil-like eruptions. Recovery is 
rapid with the removal of the maggots, unless a secondary 
infection develops. 

Small first-stage larvae of horse bot-flies cause a 
peculiar form of dermatitis in man, seemingly most com- 
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mon in the north central states. Reddish, sinuous wheals. 
about one-eighth inch wide—the mark of larval movement 
beneath the skin—usually appear on the forearms. Phy 
sicians cut out these larvae or kill them by freezing 
small area of the skin with ethylene chlorid or carbon 
dioxid “snow.” 

Larvae of ox warble flies occasionally attack man. Px 
fore breaking the skin, these larvae often move about 
through the body, with the accompaniment of paralyti 
and other grave symptoms. 

Man is subject to attack also by screw-worms—tl: 
larvae of the parasitic blowfly that is a serious livestoc! 
pest in the South. 

Following the use of maggots in the treatment 
chronic osteomyelitis, entomologists of the Department oi 
Agriculture have been studying how maggots produc 
their remarkable healing effects. They have found tha 
the maggots excrete a substance called allantoin, a powe: 
ful healing agent. 

The exhibit will describe this substance which has mux 
the same healing effect as the maggots and is now sub- 
stituted for the maggots themselves. At first isolated from 
maggot excretions, allantoin is now produced chemically 
from other sources. 

Some of the results of putting 
various chemicals and the way it is done form part vi 
the department’s display. By the action of molds, corn 
sugar has been made to yield four substances used in 
medicine or in physiologic research—calcium gluconate, 
kojic acid, calcium d-lactate, and citric acid. Effective 
manufacturing methods developed by department chemists 
several years ago are now used by the industry. These 
improv ed methods are largely responsible for reducing the 
price of calcium gluconate—extensively used in calcium 
therapy—from $150 to 50 cents a pound. 

How to determine the presence of selenium in soils and 
vegetation and the effect of seleniferous vegetation on ani- 
mals are shown in another exhibit. 

The department also sent to the meeting samples of 
citrus fruit juices, apple concentrate, concentrated grape 
fruit juice, and apple, date, and pear sirups made by a 
process that insures indefinite retention of fresh flavors 
and nutritive properties. 


molds to work to mak« 


LETTERS 


Concerning evaluation of membership. 


San Bernardino, California, 
May 2, 1930. 
My dear Doctor Warnshuis: 

This will acknowledge receipt of my membership cet 
tificate in the California Medical Association for the year 
1936. 

This membership means much to me, and calls to my 
mind the pleasure I have had in associating with m) 
fellow doctors in the more than fifty years that have 
elapsed since my admission to practice here in California 
From November 11, 1885, to 1936 is a long time, and it 
has seen wonderful development in our profession. May 
the coming fifty years be as rich as have the last fifty 
and may the profession continue to receive the benefit and 
inspiration from the Association that I have received 
during my many years of membership. 

547 “D" Street. 

Sincerely, 
M. ANTOINETTE BENNETTE, M.D 


Concerning date of organization of the Alameda 
County Medical Association. 


Oakland, California, 
May 18, 1930. 
To the Editor: —1 am very much interested in th 
article, “The Lure of Medical History,” in the CALtForN!.\ 
AND WESTERN MepIcINE for April, 1936, but may I direct 
attention to the error in the footnote on page 295 that the 
Alameda County Medical Association was organized earl) 
in 1871? 
The Alameda County Medical Association was orga! 
ized on August 25, 1860, and reorganized on October 15. 
1869. I am the county society historian and have a 
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records covering the organization and reorganization from 
those dates to the present. 

I have done a great deal of work on the history of our 
association and if you have space to spare some time, I 
would like to submit something for your approval and 
publication. 

Dr. Henry Gibbons was president in 1860 
Thomas H. Pinkerton in 1869, both later serving 
dents of the California Medical Association. 

$26 Seventeenth Street. 

Cordially yours, 
Frank R. Makinson, M.D. 


and Dr. 
as presi- 


Concerning mussel quarantine. 


STATE OF CALIFORNIA 
DEPARTMENT OF PuBLic HEALTH 
SACRAMENTO 
Subject: Mussel quarantine order. 
To Health Officers : 

A quarantine of all mussels from the ocean shore of 
California from the southern boundary of Ventura County 
north to the California-Oregon boundary, with the ex- 
ception of the Bay of San Francisco, is hereby established. 
All health officers and food inspectors are hereby in- 
structed, until further notice, to enforce the provisions of 
this quarantine and to prohibit the taking, sale, or offering 
for sale, mussels gathered in the district specified. 

Said action is taken for the preservation of the public 
health. W. M. Dicxre, M.D. 


Director of Public Health. 
Effective May 19, 1936. 


SPECIAL ARTICLES 


CALIFORNIA SUPREME COURT’S OPINION 
ON THE GIVING OF ANESTHETICS 
BY NURSES* 


L. A. No. 15162. In Bank. May 18, 1936 


William V. Chalmers-Francis, William Dewey Wight- 
man, George P. Waller, Jr., and Anesthesia Section of 
the Los Angeles County Medical Association (a Corpo- 
ration), Plaintiffs; William V. Chalmers-Francis and 
George P. Waller, Jr., Plaintiffs and Appellants, vs. 
Dagmar A. Nelson and St. Vincent’s Hospital (a Corpo- 
ration), Defendants and Respondents. 

Los Angeles County—Allen B. Campbell, Judge. 

For Appellants—Le Roy Anderson, Frank L. Kostlan, 
Hartley F. Peart; Howard Hassard, of Counsel. 

For Respondents—Mott, Vallee & Grant; John G. Mott, 
Paul Vallee. 

Amicus Curiae for National Association of Nurse An- 
esthetists—Kenneth H. Gould. 

Two practicing physicians and surgeons, on behalf of 
themselves and all other doctors, brought this injunction 
proceeding to restrain the defendant Nelson, a licensed 
and registered nurse employed by the defendant hospital, 
from administering general anesthetics in connection with 
operations. Such practice by the defendant is asserted to 
constitute the illegal practice of medicine, in violation of 
the Medical Practice Act. Judgment went for the defend- 
ants, and plaintiffs have appealed. 

Appellants’ arguments are directed to the proposition 
that defendants are illegally practicing medicine. Re- 
spondents contend that the Medical Practice Act is a penal 
statute, the violation of which will not be enjoined in the 
absence of a nuisance resulting therefrom. They cite and 
largely rely upon the recent case of People vs. Steele. 
4 Cal. App. (2d) 206, 40 Pac. (2d) 959, 41 Pac. (2d) 946 
(hearing denied in this court), in which it was held that 
a mere violation of the Medical Practice Act does not 
constitute a nuisance warranting the issuance of an in- 
junction in the absence of some showing that such asserted 
illegal practice of medicine is so conducted and carried 
on as to be injurious to public health, and therefore a 
nuisance. They overlook, however, the opinion of the 
District Court filed in denying a rehearing in the case, 
wherein that court, in distinguishing certain cases cited 


+ 


See also editorial comment on page 461. 
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on petition for rehearing, declared that “In those cases, 
holders of licenses to practice a profession were allowed 
to enjoin unlicensed defendants from practicing the same 
profession in competition with them. The cases are not in 
point on the question of the right of the state to enjoin 
such unlicensed practice.” Appellants claim this language 
would seem to warrant the present type of action. Whether 
this be so or not is immaterial in this case. The judg- 
ment must be affirmed on the merits of the question at 
issue. 

The findings, which are amply supported by the testi- 
mony in this case, show conclusively that everything which 
was done by the nurse, Dagmar A. Nelson, in the present 
instance, and by nurses generally, in the administration of 
anesthetics, was and is done under the immediate direction 
and supervision of the operating surgeon and his assist- 
ants. Such method seems to be the uniform practice in 
operating rooms. There was much testimony as to the 
recognized practice of permitting nurses to administer an- 
esthetics and hypodermics. One of the plaintiffs’ witnesses 
testified to what seems to be the established and uniformly 
accepted practice and procedure followed by surgeons and 
nurses, and that is that it is not diagnosing nor prescrib- 
ing by the nurses within the meaning of the Medical 
Practice Act. We are led further to accept this practice 
and procedure as established when we consider the evi- 
dence of the many surgeons who supported the contention 
of the defendant nurse, and whose qualifications to testify 
concerning the practice of medicine in this community and 
elsewhere were established beyond dispute. That such 
practice is in accord with the generally accepted rule is 
borne out by the decided cases. (Frank vs. South, 175 
Ky. 416, 194 S. W. 375; Underwood vs. Scott, 43 Kan. 
714, 23 Pac. 942.) While these two cases construe pro- 
visions of statute law specifically relating to the practices 
and duties of registered nurses, they are in agreement 
with the definitely established rule relating to the subject. 
(Frank vs. South, supra; In re Carpenter’s Estate, 196 
Mich. 561, 162 N. W. 963.) 

Aside from the proposition that nurses in the surgery 
during the preparation for and progress of an operation 
are not diagnosing or prescribing within the meaning of 
the Medical Practice Act, it is the legally established rule 
that they are but carrying out the orders of the physicians 
to whose authority they are subject. The surgeon has the 
power, and therefore the duty, to direct the nurse and her 
actions during the operation. (Armstrong vs. Wallace. 
8 Cal. App. [2d] 429, 439, 47 Pac. [2d] 740; Schloendorff 
vs. Society of New York Hospital, 211 N. Y. 125, 105 
N..E 92.) 

The judgment is affirmed. 

We concur: 

Conrey, J. 
Curtis, J. 
Lanopon, J. 
THOMPSON, J. 


Waste, C. J. 


SAN DIEGO PRESS COMMENTS ON THE 


C. M. A. 1936 ANNUAL SESSION* 
(From the San Diego Evening Tribune, May 25, 1936) 
URGES WAR ON MEDICAL CoNnTROL By STATE 

Organized medicine was warned by Dr. Robert A. Peers 
of Colfax, California, to ‘‘wake up and be on its toes to 
protect the future of the profession against isms that 
threaten to undermine the splendid service built up by 
physicians and surgeons of the country.’’ Peers’ address, 
opening the formal sessions of the sixty-fifth annual con- 
vention of the California Medical Association today at 
Hotel Del Coronado, was heard by more than two thou- 
sand members of state medical societies. 

‘“‘We are now confronted with a menacing situation—an 
attempt to regiment this great profession by having the 
government take control of the practice of medicine,’’ said 
Peers. “‘Thinking men in and out of our profession be- 
lieve this to be a grave mistake. We are just beginning 
to take the offensive, with an ever-growing public opinion 
supporting us. 

“It is not enough for us to be just good physicians, good 
citizens, or merely observe our civic obligations in matters 
of public health. We must maintain eternal vigilance 

* Official minutes of the House of Delegates and Council 


meetings of the Coronado annual will appear in 
the July issue. 


to 


session 
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guard the integrity of the profession against the deluded 
ideas of those who wish to rob it of one of its greatest 
assets—the individual initiative under private practice, 
which has made the medical profession of the United 
States outstanding in the world’s annals. 

Y 7 7 

Methods for conducting modern medicine’s battle against 
cancer were discussed yesterday in group meetings under 
auspices of the Cancer Commission. Study of hundreds of 
cases, codperation of the state’s specialists in every branch 
of medicine and research failed to develop any new meth- 
ods of treatment in the last year, the was 
told. 

Summarizing work of the group, Dr. Charles A. Dukes, 
chairman, San Francisco, said that dissemination of in- 
formation to the public so that early signs of cancer could 
be detected, was considered as most important, as it has 
been found that a high percentage of the cases could be 
cured if surgery were employed soon enough. 

Methods for making an early diagnosis of cancer, 
claimed to be the most powerful weapon in the hands of 
doctors now in combating the disease, will be outlined by 
Dukes in an address at the Exposition at 2 p. m. tomorrow 
in observance of “California Medical Association Day.” 
Dukes will be one of several speakers on a program at the 
organ amphitheater. 

With Peers presiding. the clinical pathological confer- 
ence, attended by the state’s leading specialists, opened 
at Balboa Park today. Members of Standing and Special 
Committees were to meet with chairmen at 2 p.m. to 
formulate plans for extensive sessions as outlined in the 
program, Auxiliary registration was to be held on the sun 
porch at Hotel Del Coronado at 3 p. m., and an Auxiliary 
reception will be held at six o’clock this evening. To- 
morrow's program starts with a general welcome by Dr. 
Benjamin F. Eager, San Diego, and Captain F. E. Porter, 
naval hospital. 


Commission 


(From the San Dicgo Evening Tribune, May 25, 1936) 


CHEST SURGERY GIVEN PRAISE AT MEDICAL SESSION 
HERE AS OFFERING TUBERCULOSIS HOPE 

Tuberculosis of the lungs is still one of the most com- 
mon causes of death, Dr. Jacob J. Singer, associate pro- 
fessor of clinical medicine, Washington University School 
of Medicine, St. Louis, Missouri, told the general session 
of the California Medical Association at its annual meet- 
ing in Hotel Del Coronado today. 

Tuberculosis still takes the greatest toll of life between 
the ages of twenty and forty years, Singer, who is a 
national authority on the disease, told the doctors. 

Chest surgery offers the latest hope in the fight against 
the disease, he said. He told of methods by which in- 
fected lungs may be given “‘local rest,’’ in addition to the 
old methods of rest treatment for patients. Surgeons may 
now give an infected lung or part of a lung rest by vari- 
ous methods of compression in which the infected organ 
is collapsed by injection of air into the walls, or by other 
means, he said. 

Singer declared 
the past 


these 
years, 


that methods, developed during 
twenty-five constitute the greatest step 
forward in the fight against the disease, particularly among 
patients who otherwise would die. 

oe 

Medical science is progressing in its fight against cancer, 
Dr. Charles A. Dukes of Oakland, chairman of the Cancer 
Commission of the California Medical Association, 
today. 

“We still must admit that the cause of the disease is 
a mystery,” he explained, “‘but today the situation, with 
respect to treatment of the disease, is greatly improved.”’ 

Even in advanced cases, 25 per cent can be “arrested” 
now by use of the x-ray, radium, or surgery, he explained, 
and in the beginning stages, actual cure may be expected 
in 95 per cent. 

“Probably the most significant improvement,’’ Dukes 
commented, ‘‘is the general disposition on the part of the 
medical men interested in cancer to treat it as a group 
problem. That is, they are beginning to organize cancer 
clinics—to bring the pathologist, radiologist, surgeon, and 
other specialists together to consider a case—in the larger 
hospitals.”’ 


said 


7 7 7 

Physicians and the public cannot afford to rest on their 
oars now in the war against tuberculosis because of the 
success in checking the disease during past years, Dr. 
William C. Voorsanger of San Francisco counsels. ‘i 

While some authorities believe the reduction in deaths 
from tuberculosis will continue for at least another ten 
years, others are not certain, he explained. 

“In records of twenty-nine states, ten showed an 
swing last year,”’ he said. “Also, the per cent 
tion last year was the lowest in ten years.” 


up- 
of reduc- 
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(From the San Diego Sun, May 25, 1936) 


PHYSICIANS Scorr AT CLAIM ANESTHETICS HARMFUI 
IN BIRTHS 


California Doctors Back Pain-Easing in Talks 
At Convention 

California physicians gave their answer today to a sug- 
gestion made before the American Medical 
that mothers give birth to babies without 
esthetics. 

Their emphatic retort: 

“Bosh! Impossible! Ridiculous!” 


Association 
the aid of an- 


New Ideas Pooled 
The California doctors, assembled in their sixty-fift! 
annual convention at Coronado, showed their complete 
contempt for any such suggestion by devoting this after- 
noon to clinical discussions of latest methods in adminis 
tering anesthetics to obstetrical patients, 


Peril to Mothers 
Meanwhile, Dr. E. N. Ewer of Berkeley, head of the ob- 
stetrical clinic of the Alameda County Hospital, declared 

“California physicians are 100 per cent opposed to any 
plan under which mothers would have babies without th: 
aid of drugs; many mothers could not live through suc} 
an ordeal.”’ 

Dr. Gertrude Nielson of Oklahoma City told the national! 
group of physicians in Kansas City recently that “th: 
birth of a child should be a vital experience and a memory 
not to be taken from a mother by the amnesia of ‘twilight 
sleep’ or any other drugs.”’ 

Physicians here today admitted quite freely that the so 
called ‘‘twilight sleep’’ had, in a measure, proved a failure 

But, as Doctor Ewer said, ‘“‘There are many other effi- 
cient agents by which pain can be reduced or eliminated 
without leaving any appreciable trace of harm in either 
the mother or baby.” 

The physicians were stirred as well by the statement of 
Dr. Rudolph W. Holmes of Chicago, generally credited 
with introducing ‘twilight sleep’’ to America, in which he 
asserted recently, “I am responsible for bringing this 
method to the United States: I wish to God I never had.’ 

Some two million babies will be born throughout the 
United States in 1936, Doctor Ewer disclosed, and it is th: 
mothers of these babies who “look to us to not alon 
alleviate their pain, but to do it in such a manner so not 
to harm their children. Medicine, I believe, is accomplish 
ing this.”’ 


(From the San Diego Sun, May 25, 1936) 
Success REVEALED IN NEW ATTACK ON TUBERCULOSIS 
“Resting-Lung”’ Aid Described At Conclave 


A new hope for hundreds of thousands of tuberculous 
sufferers throughout the United States was detailed in 


report to the sixty-fifth assemblage of the Californi 
Medical Association in convention in Hotel Del Coronad 
today. 

Heretofore Dr. Jacob J. Singer of Washington Uni- 
versity School of Medicine in St. Louis, told the phy- 
sicians rest was medicine's chief answer to the ravages of 
tuberculosis. 

Only Partial Rest 

“But,”’ he pointed out, ‘rest of the body did not me 
rest of the lungs.”’ 

They continue active, breathing many times each minut« 

Now, with new apparatus perfected by scientists, it is 
possible to “collapse” a lung, or the diseased portion of 
that lung, so it, too, may “completely rest.” 


Several Types 

Some five or six separate forms of pneumothorax, t! 
new method of collapsing a lung, have been tested 0\ 
the past few years by Doctor Singer and his associat 
and it was the results of those tests which he today out 
lined to the California doctors. 

Of 759 cases so treated in St. Louis, cases which w« 
in the majority far advanced, fifty-one were complete!) 
cured, he reported. Arrest of further development whi: 
tuberculous patients recognize as a stop-gap in their mar« 
to death, was accomplished for 336. Others were partial!) 
cured ; 240 died. 

Two Per Cent Afflicted 

What such progress means to medicine in America mig!it 
easily be gathered, it was pointed out, when physicians 
estimate two per cent of our 120,000,000 people suffer fr 
that dread disease. 

Pneumothorax is not new, Doctor Singer added, but t 
development of instruments to penetrate the lungs a! 
effect collapse is new. Doctor Singer perfected such 
instrument, which the physicians today examined minutely. 
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Important Advance 

Doctor Singer’s progress in pneumothorax was charac- 
terized as “the brightest ray in the dark history of tuber- 
culosis.”” Not only can they collapse a lung, but such col- 
lapse, which prevents air circulating over a diseased por- 
tion, can be centered over such diseased part. 

Thus, to a sufferer with the disease in both lungs, suffi- 
cient collapse may be accomplished in the two compart- 
ments of the body to force a rest of the lungs, and yet, at 
the same time, permit breathing to continue. 

“Patients otherwise doomed to die have new hope,” 
Doctor Singer declared. ‘‘Our research has convinced us of 
the efficacy of this new method; there is new hope for the 
tuberculous.” 


(From the San Diego Union, May 25, 1936) 
MEDICAL CONVENTION HIGHLIGHTS 

Woman’s Auxiliary members are celebrating the seventh 
anniversary of the founding of their organization at the 
meeting place where the Auxiliary was conceived. 

“T served as the organization chairman of the Auxiliary 
when it was founded in Hotel Del Coronado seven years 
ago,”” Mrs. Fred Gundrum, Sacramento, recalled yesterday. 
“There were only a few of us who met in the Crown Room, 
at the suggestion of the Association president, to formu- 
late the aims and ideals that still motivate the organi- 
zation,” 

The Auxiliary functions both as a social organization 
and an instrument of public education. Main part of its 
work is coéperation with public schools and other organi- 
zations in promoting public health movements. 


x os ® 


STATE MEDICAL BOARD 

Reorganization of investigative departments of the State 
Board of Medical Examiners because of collapse of charges 
in the recent campaign against a coast-wide illegal oper- 
ation “syndicate,” was announced yesterday by Dr. William 
R. Molony, Sr., board president, on arrival at Coronado to 
attend the sixty-fifth annual convention of the California 
Medical Association. 


“The reorganization work is under way,’’ said Doctor 
Molony. “We have asked Civil Service officials for a list 
of available, qualified investigators and as soon as the list 
is completed from examination results, we are going to 
redouble our efforts to halt operation of the syndicate.” 


Officials of the Board of Examiners recently authorized 
statements concerning the “syndicate” allegedly operating 
in all the large coast cities. Prosecution in Seattle failed 
and expected arrests in California did not materialize. 
Doctor Molony indicated the board had considerable ad- 
ditional information and was planning action as soon as 
reorganization made it possible. 


(From the San Diego Union, May 26, 1936) 


FEAR, SEX, DISCONTENT, ARE CAUSES OF DRUNKENNESS, 
PHYSICIANS TOLD 

If your husband is a drunkard, his home life or his 
occupation are inadequate or he is sexually frustrated. 

If your wife is a drunkard, she fears loss of her husband 
or home or financial insecurity. 

These reasons for habitual drunkenness were outlined 
yesterday in a paper presented at Coronado by Dr. Harry 
H. Wilson, youthful Los Angeles physician, as conclusions 
reached after examinations of many persons jailed in Los 
Angeles. 

“Present depressive treatments and so-called cures for 
drunkenness are about as effective as spanking a baby,” 
he said. ‘‘Alcohol is only a substitute in the seeking of 
relief by a maladjusted personality. The cure is in seek- 
ing the psycho-analytical readjustment of the unbalanced 
person,” 

The paper was read before the General Medicine Section 
of the medical convention at which Dr. Fletcher D. Taylor 
acted as chairman. 

* * * 


Doctors TO TELL OF NEW SURGERY IN TUBERCULOSIS 


Details of recent surgical methods developed in the 
treatment of tuberculosis, which yesterday occupied the 
attention of doctors attending the sixty-fifth annual Cali- 
fornia Medical Association convention, will be relayed to 
the public today at the Exposition. 

The occasion will be the celebration of a day dedicated 
to the Association, and the address on tuberculosis will 
be delivered by Dr. Carl Howson of Los Angeles. 


SPECIAL ARTICLES 


He will speak at 3 p. m. at the organ amphitheater. 


Another feature on the program, which offers an oppor- 
tunity for public attendance at lectures generally open 
only to professional gatherings, will be an address by 
Dr. Charles A. Dukes of Oakland, chairman of the State 
Cancer Commission. Doctor Dukes will outline work of 
the Commission and steps being taken in the constant 
fight against cancer. 


(From the San Diego Evening Tribune, May 26, 1936) 


FIGHT ON STATE MAPPED TO KEEP MEDICAL PRACTICE 
CONTROL; INSURANCE TOPIC 


Meeting in secret session, members of the Council of 
the sixty-fifth annual convention of the California Medi- 
cal Association today at Hotel Del Coronado formulated 
a program that calls for an “unremitting fight on any at- 
tempt of the state or any of its political subdivisions to 
gain control of private medical practice and to open county 
hospitals to those able to pay for private services.” 


Delegates and Families at Exposition 

There were no Association sessions this afternoon. Dele- 
gates and their families planned to visit the Exposition. 

Physicians and surgeons feel that the measure before 
the voters is ‘“‘ruinous to the medical profession’’ and ‘a 
political weapon readily within reach of those who desire 
to use it.”’ 

Indications of the extent of the campaign to be waged 
against the measure came late yesterday when Dr. T. 
Kelly transmitted to the delegates a request of the Coun- 
cil urging ‘“‘the Association to use all of our power in 
opposing this movement.”’ 

He was followed by Alfred Sieman, Bakersfield attor- 
ney, who recently completed handling of litigation on 
county hospital policies for the Association, who bitterly 
attacked the measure from a political standpoint. 

“This measure, for which petitions are being circulated 
in an effort to get it placed on the November ballot, pro- 
vides a means by which city councils and boards of super- 
visors may embark into a field 
impose taxation for its cost. 


of hospitalization and 

“You will find that it provides a means by which votes 
can be purchased and voters bribed with public funds. It 
would soon drive out private enterprise now engaged in 
hospital work and will soon create a condition through 


which ability to obtain treatment will hinge on political 
favor.” 


(Editorial from San Diego Union, May 27, 1936) 


Doctors Must CHOOSE 

We share the fear expressed by Attorney Sieman at 
Coronado yesterday that opening county hospitals to pay 
patients will invite the usual abuses of political control 
of business. But we do not believe that this particular 
blunder can be prevented by talk. 

It rests with the medical profession, after all, to stop 
this step toward state medicine. Through their constant 
association with hospitals, public and private, they are in 
the best position to say where costs can be reduced with- 
out sacrificing the quality of hospital service. 

The strength of the demand for state medicine derives 
chiefly from the fact that medical costs frequently are 
beyond the means of patients who are entirely willing to 
pay to the limit of their ability. As long as this condition 
obtains the public is going to listen sympathetically to 
any proposal which promises to correct the situation. 

Argument against ‘‘state medicine’ will enlist enthusi- 
astic support from doctors. But the public needs more 
than a phrase to realize the danger in the proposal. The 
medical profession can supply this added force by striking 
at the roots of the movement with a practical plan for 
bringing hospital and other medical costs within the reach 
of the average man. 

As long as any hospital charges 25 cents for one pill 
given to a patient to whom 25 cents means much more 
than to the hospital, that institution is a solid argument 
for state medicine. The medical profession may explain to 
the public that it does not manage the business side of 
hospitals, but the public insists, with justice, upon hold- 
ing the profession responsible. 

In all friendliness we believe that the profession must 
choose between removing the underlying cause of the 
demand for state medicine—and surrendering to that 
demand. 
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(From the San Diego Union, May 27, 1936) 
Doctors WARNED AGAINST RELYING ON LABORATORIES 


Delegates Urged Not to Abandon Old Knowledge 
For Unproved Methods 

Modern medicine’s greatest fleld of advancement in the 
last ten years, the laboratory, was rapped soundly yester- 
day in the feature address of the second day of the sixty- 
fifth annual California Medical Association convention at 
Hotel Del Coronado. 

Dr. Campbell P. Howard,* invited here to address the 
more than one thousand doctors on his findings as pro- 
fessor of medicine, McGill University Faculty of Medicine, 
Montreal, warned against placing too great reliance in 
“the comparatively untried developments of the modern 
laboratory.” 

In his novel presentation of cases reviewed from the 
first showing of symptoms until postmortem examination, 
he showed where apparently accepted laboratory truths 
had been responsible for the deaths in the cases cited. 

“Laboratory work and the intricate machines developed 
to aid medical men are only the handmaidens to common- 
sense clinical medicine,’”’ he said. ‘Don’t discard the 
common-sense knowledge accumulated over thousands of 
years for new, unproven methods developed in the last 
ten years.”’ 

He urged that doctors, however, take advantage of all 
the findings of laboratory experts and place them in their 
proper relationship to the physical examination and case 
history. 

aoe 


SESSION OPENED By AUXILIARY OF MEDICOs’ GROUP 


The seventh annual convention of the Woman’s Auxili- 
ary to the California Medical Association formally was 
opened yesterday morning at the Coronado Yacht club- 
house. 

Mrs. Thomas J. Clark of Oakland, president, spoke of 
her year’s objective—visiting each Auxiliary of the state 
in furtherance of the purpose of the Auxiliary, which is 
to form a link between medical science and the public. 
Nearly all have been visited, she said. 

The organization of five new counties was reported—San 
Francisco, Siskiyou, Fresno, Marin, and Lassen-Plumas. 

Welcome was extended members of the convention by 
Mrs. Emil C. Black, president of the San Diego branch, 
and Mrs. Elliott G. Colby was introduced. The Reverend 
Walter John Sherman offered the invocation. 

Election of new officers will be the highlight of this 
morning’s business session, beginning at 9:30 at the Coro- 
nado Yacht Clubhouse. Reports will be given by the 
seventeen county presidents and councilors of the nine 
districts. 


(From the San Diego Union, May 28, 1936) 


EXPERT TESTIMONY “BUYABLE,” Doctor SAYS; 
FLAYs CouRTS 

Expert medical testimony is a purchasable commodity. 

Judges should be allowed to examine medical experts 
instead of having attorneys stage a battle of wits over 
them. 

Enforcement of an existing section of the State Civil 
Code would end forever ‘“‘abuses and absurdities’”’ of pres- 
ent expert-testimony practice. 

These statements yesterday, in a paper attacking Cali- 
fornia court procedure in medical questions, prepared by 
Dr. Harold D. Barnard, Los Angeles, and presented by 
Dr. George A. Tucker, Los Angeles, featured a meeting 
of the General Medicine Section of the California Medical 
Association convention at Hotel Del Coronado. 

“Expert medical testimony is a purchasable commodity, 
subject to all of the distractions of conflicting opinion,” 
it was stated. Medical experts, through their zeal to as- 
sist clients, may withhold certain information and may 
become advocates of the client rather than a matter-of- 
fact expert, under present systems. 

“Judges should be given the authority to question expert 
medical witnesses directly without objection by attorneys 
rather than allow the attorneys’ ‘battle of wits’ that now 
exists. 

“Failing this, attempts should be made to have judges 
appoint unbiased and neutral experts, as now provided in 
Section 1871 of the Code of Civil Procedure. Strict enforce- 
ment of this section forever would destroy the grounds on 
which critics have called expert medical testimony a 
racket.” 


é Dr. Campbell P. 


Howard, professor of medicine at 
MeGill University, was one of the guest speakers at the 
Coronado annual session. (See April issue of CALIFORNIA 
AND WESTERN MEDICINE, page 301.) Press dispatches of 
June 3 announced his sudden death in Santa Monica on 
that day. 
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TRUSTEES OF THE CALIFORNIA MEDICAL 
ASSOCIATION t 


Articles of Incorporation 


Know All Men by These Presents : 


That we, the undersigned, all of whom are residents oi 
the State of California and active members of the Cali- 
fornia Medical Association and councilors or other officers 
thereof, according to the provisions of the constitution oi 
said Association, propose to form a nonprofit codperative 
corporation, having no capital stock, under the laws of the 
State of California, and particularly as embodied in Titles 
I and XXII of Part IV, Division First of the Civil Code 
of the State of California, and the provisions of acts 
amendatory thereof and supplemental thereto; and for the 
purpose of such incorporation we hereby unite in and 
adopt the following articles of incorporation, to wit: 

First: That the name of this corporation is Trustees 
Of The California Medical Association. 

Second: That the purpose for which this corporation is 
formed is: 

1. To promote the objects and aid in carrying out the 
purposes for which the California Medical Association 
was and is organized, namely, to promote the science and 
art of medicine, the protection of public health, and the 
betterment of the medical profession. 

2. To receive, hold, own, enjoy, improve, use, convey 
in trust, mortgage, pledge, lien, hypothecate, lease, ex- 
change, grant, sell, convey, or otherwise dispose of, 
moneys and other personal property and real property 
delivered, assigned, conveyed or transferred to it by or 
for the said California Medical Association. 

3. To appoint such agents and officers as its business 
may require, and such appointed agents may be either 
persons or corporations; to admit duly qualified persons 
to membership in the corporation and to expel any member 
pursuant to the provisions of its by-laws; to forfeit the 
membership of any member for violation of any agree- 
ment between him and the corporation or his violation of 
its by-laws; to purchase, lease or otherwise acquire, hold. 
own and enjoy, to sell, lease, mortgage and otherwise 
encumber and dispose of any and all and every kind or 
kinds of real and personal property including stock in 
other corporations, also to carry on any and all operations 
necessary or convenient in connection with the transaction 
of any of its business; to borrow money, to mortgage or 
pledge any property, real or personal, owned or held by 
this corporation; to secure any contracts made by it or 
any bonds, debentures, promissory notes or other obliga- 
tions by it issued or incurred or guaranteed. 

4. And in aid and furtherance of the foregoing pur- 
poses : 


(a) To acquire by operation of law, gift, devise, be- 
quest, lease, purchase, or otherwise; to own, hold, im- 
prove, enjoy, use; to grant, bargain, sell and convey. 
exchange, or otherwise dispose of, mortgage, convey in 
trust, pledge, lien, hypothecate, lease, hire, and deal in. 
any and all kinds of property, both real and personal. 
lands, tenements, and hereditaments, and any and every 
interest therein, corporeal or incorporeal, personal prop- 
erty, furniture, fixtures, books, libraries, shares of stock 
of corporations, bonds, notes, securities, and any and all 
kinds of choses in action. 


(b) To make, enter into, execute, deliver, receive 
transfer and carry out contracts of every kind and charac- 
ter with any person, firm, association, club, or public or 
private or municipal corporation; to invest and reinvest 
surplus or other funds of this corporation in such securi- 
ties as may be authorized by law for investment of the 
funds of savings banks in the State of California. 

(c) To purchase or otherwise acquire, construct, erect 
maintain, alter, repair, reconstruct, furnish, conduct, and 
carry on a home and meeting place and library for said 
California Medical Association, and to purchase or other- 
wise acquire, own, hold, improve, and use all kinds ot! 
property, real, personal, or mixed, necessary or proper t: 


+ See November. 19°0. issue of CALIFORNIA AND WESTER» 
MEDICINE, pages 829-836, for by-laws of the Corporation 
and other information. The articles of incorporation ar 
here reprinted for the information of members of th 
California Medical Association, in connection with th« 
editorial comments printed in this issue on page 460. 
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be used in connection therewith, and to hire, employ, and 
contract with persons, firms, or corporations, necessary 
or proper to maintain, operate, conduct and carry on the 
same. 

(d) To purchase or otherwise acquire, own, hold, man- 
age, conduct, print, publish, circulate and sell journals, 
magazines, pamphlets, books and bulletins concerning or 
relating to the art and science of medicine, the protection 
of public health and the betterment of the medical pro- 
fession, and in support and aid of the purposes of the 
corporation; to purchase or otherwise acquire, hire, lease, 
use, conduct or operate, manage, mortgage, convey in 
trust, sell or otherwise dispose of printing presses, appa- 
ratus, machinery, tools, and devices for printing, engraving, 
lithographing, electrotyping, binding, and all equipment 
and appliances necessary or suitable to carry out the fore- 
going purposes. 

(ce) To do any and every act and thing necessary or 
incident to the exercise, accomplishment and fulfillment 
of the foregoing objects and purposes, and to exercise any 
and all other powers and rights permitted to corporations, 
organized under the above mentioned provisions of the 
laws of California. The enumeration of particular powers 
herein shall not be deemed to exclude by inference such 
legal powers as would be implied if no such expressed 
enumeration had been made. 


Third: That the county in the State of California where 
the principal office of this corporation for the transaction 
of the business of the corporation is to be located is the 
city and county of San Francisco. 

Fourth: That the number of directors of this corpo- 
ration is seven (7), and that the names and residences 
of the directors who have been selected, and appointed, 
for the first year and until their successors shall have been 
elected and shall have accepted office are as follows: 


Lyell C. Kinney, La Mesa, San Diego County. 

J. B. Harris, Arcade Park, Sacramento County. 

O. D. Hamlin, Oakland, Alameda County. 

Edward M. Pallette, Los Angeles, Los Angeles County. 
George H. Kress, Santa Monica, Los Angeles County. 
Emma W. Pope, Berkeley, Alameda County. 

T. Henshaw Kelly, San Francisco. 


Fifth: That the voting power and property rights and 
interest of each member of the corporation shall be equal 
to that of every other member of the corporation. Each 
member of the corporation shall be entitled to one vote 
upon all propositions submitted to, and to one vote for 
each director to be elected by, the members. Cumulative 
voting is expressly prohibited. The corporation shall have 
power to admit new members, who are duly qualified as 
hereinafter provided, who shall be entitled to vote and to 
share in the property of the corporation with the old 
members but without any beneficial interest therein in 
accordance with the general rule in these articles provided. 


Sixth: That this corporation shall have no capital stock, 
but shall be composed of members, each of whom shall 
be an active member in good standing and a councilor or 
other officer according to the provisions of the consti- 
tution, as now existing or as it may hereafter be amended, 
of the California Medical Association, a voluntary associ- 
ation, originally formed March 12, 1856, to promote the 
science and art of medicine, the protection of public health, 
and the betterment of the medical profession, and now 
having its offices and headquarters at Room 2004, Four 
Fifty Sutter Building, 450 Sutter Street, San Francisco, 
California. Every person who is an active member of the 
California Medical Association in good standing, while 
he is and remains a councilor or other such officer of said 
Association, shall be entitled to become and shall be, with- 
out other or any action or proceeding (and in accordance 
with this general rule), a member of this corporation upon 
the issuance to, and acceptance by, him of a certificate of 
membership and giving his assent in writing to the arti- 
cles of incorporation and the by-laws of this corporation, 
and his compliance with, all the provisions thereof relating 
to admission to membership. 


Seventh: (a) A roll of members shall be kept and cer- 
tificates of membership shall be issued to each and every 
member. Issuance to and acceptance by a member of a 
certificate of membership of this corporation shall be con- 
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clusive evidence of the consent of the member to become 
a member of this corporation, and of his agreement to 
comply with and be governed by all the provisions of 
these articles of incorporation and the by-laws of this 
corporation. 

(b) Neither membership in this corporation, nor any 
certificate evidencing the same, nor the interest of any 
member in this corporation, or any of the assets thereof, 
shall (a) be subject to execution, or become or be, an 
asset of the estate of any deceased member, or of any 
member who may become insolvent or bankrupt; (b) de- 
scend to or vest in the heirs, legatees or devisees of any 
member ; or (c) be transferable or assignable in any form, 
either by the voluntary or involuntary act of any member, 
or by operation of law. In the event of the death, in- 
solvency or bankruptcy of any member or of any such 
attempted transfer or assignment of membership or of any 
certificate evidencing the same, or of any interest of any 
member in this corporation, or any of the assets thereof, 
whether by the voluntary act of the member or otherwise, 
such membership, certificate and all interest of any such 
member in this corporation, and all assets thereof, shall 
be immediately canceled, revoked and terminated. 

Eighth: This corporation is not organized and its busi- 
ness shall not be conducted or carried on for profit to 
itself, or for the profit of its members. All beneficial 
interest of each member in this corporation, and in and 
to all the assets thereof, shall be held by him for the use 
and benefit of the California Medical Association. 


Ninth: In the event of the dissolution of this corpo- 
ration all of its assets and property after payment and 
satisfaction and discharge of all claims and demands 
against, and liabilities of, the corporation, shall be paid 
over, distributed, conveyed and transferred to the nominee 
or nominees of said California Medical Association, acting 


by and through the Council, viz., the board of councilors 
thereof. 


In witness whereof, we have hereunto set our hands and 
seals this first day of May, 1930. 


O. D. HAMLIN 
Lyett C. KINNEY 
J. B. Harris 

T. HENsHAW KELLy (Seal) 
Emma W. Pope (Seal) 
Grorce H. Kress (Seal) 
Mott H. ArNoLp (Seal) 
WitiaM DurrFiE_p- (Seal ) 
Frep R. DELApPE (Seal ) 
AvtFrrep L. Puiiips’ (Seal) 
Rosert A. PEERS (Seal) 
Henry S. Rocers (Seal) 
JosEPpH CATTON (Seal) 
Epwarp M. PALLeTtTE (Seal) 
GeorceE G. HUNTER (Seal) 
R. A. CUSHMAN (Seal) 
Joun H. Graves (Seal) 
Epwarp N. Ewer (Seal) 
Wa ter B. Correy (Seal) 
GayLe G. MosELEY (Seal) 


(Seal) 
(Seal) 
(Seal) 


State of California 
County of Monterey—ss. 


On the first day of May, in the year one thousand nine 
hundred and thirty, before me, Frank C. Jakobs, a notary 
public in and for the County of Monterey, State of Cali- 
fornia, residing therein, duly commissioned and sworn, 
personally appeared 


O. D. Hamlin 
Lyell C. Kinney 
J. B. Harris 

T. Henshaw Kelly 
Emma W. Pope 
George H. Kress 
Mott H. Arnold 
William Duffield 
Fred R. DeLappe 


Alfred L. Phillips 
Robert A. Peers 
Henry S. Rogers 
Joseph Catton 
Edward M. Pallette 
George G. Hunter 

R. A. Cushman 

John H. Graves 
Edward N. Ewer 
known to me to be the persons described in, whose names 
are subscribed to and who executed the within and an- 
nexed instrument, and acknowledged to me that they exe- 
cuted the same. 

















































































































































































































































































































































































542 CALIFORNIA AND WESTERN MEDICINE 





In Witness Whereof, I have hereunto set my hand and 
affixed my official seal, at my office in the County of 
Monterey, State of California, the day and year in this 
certificate first above written. 


(Seal) Frank C,. Jakoss, 
Notary Public in and for the County of Monterey, State 
of California. 


My commission expires February 17, 1933. 


“FULL STEAM” OR CAUTION IN 
SOCIAL SECURITY 


When the Committee on the Costs of Medical Care 
brought in its final report, The Journal? pointed out that 
the choice seemed to lie with the medical profession and 
the public as to whether or not changes in the nature of 
medical practice were to come by evolution or by revo- 
lution. In the years that have elapsed, the public seems 
wisely to have chosen to proceed cautiously and carefully 
rather than to order “full steam ahead.” Nevertheless, 
proponents of socialized medicine continue to urge and to 
make propaganda for the revolution that the medical pro- 
fession and the public want to avoid. Conspicuous among 
those who demand haste are Michael Davis, representing 
the Rosenwald Foundation; Nathan Sinai, who has at 
various times represented various groups, and Dr. Hugh 
Cabot, who seems mostly to represent himself. 

In a recent discussion on the subject of social security, 
held in the Graduate School of Business Administration 
of Harvard University, these three proponents of speed 
again stated their points of view. Doctor Cabot did not 
hesitate to say that the medical profession does not seem 
to be able to fit itself into an economic age and that it 
should long since have realized that it must become a busi- 
ness and cease to be a profession. Mr. Sinai deplored the 
manner in which his plans for Michigan had been opposed 
and indicated his impression that the medical profession 
in this country is an obstructionist body. Mr. Davis, who 
has on previous occasions stated his belief that medicine 
proceeds on a bicycle while civilization proceeds in an 
airplane, again bemoaned the delay of the American medi- 
cal profession in adopting some of the plans which he and 
his associates of the Rosenwald Foundation have been so 
busily pushing during the last four years. In the course 
of their discussions, these proponents of socialized medi- 
cine condemned the principles adopted by the House of 
Delegates of the American Medical Association at the 
Cleveland and subsequent sessions as being planned to 
delay rather than to hasten progress. Anyone familiar 
with the changes that have occurred, with the experiments 
that are now under way, and with the statements made 
by representatives of organized medicine during the past 
three years, will know that the allegations of these three 
propagandists are not warranted. The studies made by 
the Bureau of Medical Economics of the American Medi- 
cal Association indicate that already many an ill-founded 
and unwarranted experiment in changing the nature of 
medical practice has failed and disappeared. As yet there 
is no scientific evidence to indicate that any one of the 
plans now in effect represents the ideal. 

The substantial progress of medicine has been brought 
about by a system of trial, of test and experiment, which 
is itself responsible for the substantial character of the 
progress. There is no more reason why medicine should 
discard its scientific methods in performing social experi- 
ments than there is reason for discarding scientific meth- 
ods and embarking on wishful thinking in the laboratory 
and faith-healing in the hospital. Reckless experimenters 
in the so-called social sciences may shout “full steam 
ahead!” The organization and structure of scientific medi- 
cine is more likely to be salvaged from the wreckage into 
which many of the other social and economic organiza- 
tions are plunging by observing the caution which medical 
leaders know is imperative for a safe advance.—Journal 
of the American Medical Association, May 16, 1936. 


1 The Committee on the Costs of Medical Care, editorial, 
J. A. M. A., 99:1950 (Dec. 3), 1932. 
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MORTALITY FROM CERTAIN DISEASES 
AMONG CHILDREN UNDER FIFTEEN 
YEARS OF AGE IN CALIFORNIA 
1906-1934 


By Watter M. Dicxrr, M.D. 
San Francisco 


PART I1* 


During school age, deaths from whooping-cough are 
not common, and when they do occur are usually in the 
lower brackets of 5 to 14 age group. They are somewhat 
constant in numbers during the entire period studied, but 
because of the increase in population of this group, we 
find the rates decreasing from 2.7 per 100,000 in 1906-1909 
to 0.6 per 100,000 group population in 1930-1934. 





Mortality from Whooping Cough, 1906-1934 








--Under lyr. -——1-4 years—, -—5-14 years— 


Years Number Rate Number Rate Number Rat 
1906-1909 _......... 380 258.1 234 41.4 36 2.7 
1910-1914 . .. 618 284.6 435 51.5 49 2.5 
1915-1919 ..........519 205.9 346 33.9 31 3 
1920-1924 _....... 814 274.2 478 38.6 58 1.9 
1925-1929 . 876 249.2 510 34.0 44 1.1 





1930-1934 545 136.3 305 17.7 27 0.6 


DIPHTHERIA 


During the twenty-nine years under study, deaths from 
diphtheria have decreased markedly in children under fii- 
teen years of age. Death rates from this cause among this 
group have fallen from 55.9 to 10.1 or 82.0 per cent be- 
tween the first and the last period studied, the largest 
reduction being among children 5 to 14 years of age. As 
in scarlet fever and whooping-cough, this reduction has 
been gradual and continuous with the exception of the 
years 1920-1924, when there was a rise above the previous 
years. 

During 1906-1909, there are sixty-three children under 
one year of age who died, with a rate of 42.8 per 100,000 
children in this class. This fluctuates, with a rise in 1920- 
1924 to 32.0 per 100,000 group population with ninety-five 
deaths and then falls to a low point during 1930-1934 of 
forty-eight deaths, or a rate of 12.0 per 100,000 group 
population. 

The age group 1 to 4 contributes a large number of 
deaths to this disease. There are 558 deaths, with a 
corresponding group rate of 98.8 per 100,000 population 
in 1906-1909. The number falls and then rises to a high 
point of 1,107 deaths, although the rate does not rise above 
that of 1906-1909, but reaches 89.3 per 100,000 group 
population. Both numbers and rates then fall to 346 and 
20.1, respectively, in 1930-1934. The percentage drop in 
rate from 1906-1909, when it is 42.8, to 12.0 per 100,000 
population in 1930-1934, is the smallest of the three groups. 
being 72.0 per cent decrease. 


The age group 5 to 14 exhibits the greatest percentage 
drop in rate of the three groups under study. In 1906-1909 
there are 515 deaths, with a corresponding rate of 39.1. 
This rises in 1920-1924 to 1,569 deaths with a rate of 
50.2, and then falls ten years later to 289 deaths with a 
rate of 6.3. This rate is 83.9 per cent lower than that of 
1906-1909, and 87.4 per cent lower than the rate for the 
years 1920-1924. The decrease in rate in this age group 
is 79.7 per cent, falling from 98.8 per 100,000 population 
in 1906-1909 to 20.1 in 1930-1934. 





Mortality from Diphtheria, 1906-1934 


— 





-—-Under lyr. —1-4 years—, -—5-14 years- 


Years Number Rate Number Rate Number Rat 
1906-1909 63 42.8 558 516 39.1 
1910-1914 a! aa 21.6 463 406 20.6 
1915-1919 20... §=663 25.0 564 537 21.9 
1920-1924 _........ 95 32.0 1,107 1,569 50.2 
1925-1929 .......... 57 16.2 567 545 3.7 
1930-1934 _......... 48 12.0 346 289 6.3 





sistemas 
DYSENTERY 
Deaths from dysentery include all forms of dysentery 
bacillary, amebic, and unspecified. These have not beet 
* Part I of this article was printed in the May issue of 
CALIFORNIA AND WESTERN MEDICINE, beginning with pag 
454. 
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segregated until recent years, although the group as a 
whole has been recognized. 

Children under one year of age are the most susceptible 
to this disease when mortality rates are considered. In 
1906-1909 there are eleven deaths attributed to this dis- 
ease with a rate of 7.5. This rises to a peak of 114 deaths 
during 1920-1924, with a corresponding rate of 47.5 and 
then drops to 104 deaths and a rate of 26.0 per 100,000 
group population during 1930-1934. p 

The trend of deaths in children from 1 to 4 years of 
age follows that of age group under one year, although 
the rates are lower all the way through. The lowest 
number of deaths is recorded during 1906-1909, with four- 
teen and a rate of 2.5 per 100,000 population. This rises 
to a high point of ninety-nine deaths and a rate of 8.0 per 
100,000 population in 1920-1924, then falls to eighty-seven 
deaths and a mortality rate of 5.0 per 100,000 group popu- 
lation during 1930-1934. 

Ages 5 to 14 presents a somewhat different picture, 
although the number of deaths involved is small. During 
the four years of 1906-1909, there are four deaths from 
dysentery, with a rate of 0.3 per 100,000 group popu- 
lation. This rate remains stationary until 1920-1924, when 
it rises to a rate of 0.5 per 100,000 group population and 
sixteen deaths. After a drop during the next quinquen- 
nium, there is a further rise to a high of twenty-seven 
deaths and a mortality rate of 0.6 per 100,000 group popu- 
lation. The differences in rate throughout this age group 
during the period under observation are so small that they 
are probably not significant. 


Mortality from Dysentery, 1906-1934 


--~Under lyr. -—1-4 years—, -—5-14 years—, 
Years Number Rate Number Rate Number Rate 
1906-1909 _......... 7.5 14 2.5 4 0.3 
1910-1914 ........ 20.3 47 5.6 a> 0.3 
1915-1919 _..... 30.1 66 6.5 8 7 
1920-1924 .......... 99 8.0 16 
1925-1929 32. 97 6.5 14 
1930-1934 .......... 104 26. 87 5.0 27 


ACUTE ANTERIOR POLIOMYELITIS 


Statistics on this disease are available only since 1921, 
so the study is limited to a period of fourteen years. For 
uniformity with other diseases studied, the four-year 
period comes first, followed by two five-year periods. All 
three age groups under fifteen years present the same 
picture, that of low number of deaths and rate, followed 
by a fairly large number of deaths and then receding 
almost to the same rate as in the initial period. Rates are 
about the same for infants under one year and children 
under four years, but are lower for those 5 to 14 years 
although the number of deaths is greater. 

In 1921-1924 there are eight deaths in infants under one 
year, with a rate of 3.3 per 100,000 group population. 
This rises during 1925-1929 to thirty-four deaths, rate 
9.7 per 100,000 group population, and then recedes to nine- 
teen deaths, with a corresponding rate of 4.8 poliomyelitis 
deaths per 100,000 group population in 1930-1934. 

Groups 1 to 4 present a similar picture with 46, 143, 
and 76 deaths, and corresponding rates of 4.5, 9.5, and 
4.4 deaths per 100,000 group population during the period 
1921-1924, 1925-1929, and 1930-1934, respectively. 


Mortality from Acute Anterior Poliomyelitis (Infantile 
Paralysis) 1921-1934 


--Under lyr. ,—1-4 years—, -—5-14 years 
Number Rate Number Rate Number Rate 
8 3.3 46 4.5 57 


Years 
1921-1924 ....... 
1925-1929 . 34 
1930-1934 ... 19 


> e . 


2 
215 5. 
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8 176 a 120 
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9. 
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Death rates from poliomyelitis are lower in the group 
5 to 14 years than they are in the two younger groups, 
although the actual numbers of deaths exceed the sum of 
the deaths in these two groups. There are fifty-seven 
deaths, rate 2.2 per 100,000 group population in 1921-1925 
followed by 215 deaths with a rate of 5.4 per 100,000 
group population in 1925-1929 and a drop in 1930-1934 to 
120 deaths, with a corresponding rate of 2.6 per 100,000 
group population. 

EPIDEMIC ENCEPHALITIS 
(Encephalitis Lethargica) Sleeping Sickness 

Statistics for this disease are available over a period 

of fourteen years only, as are those for acute anterior 
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poliomyelitis (infantile paralysis) and meningococcic men- 
ingitis (epidemic or cerebrospinal meningitis). Differing 
from poliomyelitis there is a higher death rate among 
those children under one than there is in those from one 
to four years of age, while the rate distribution among 
the age groups is similar to that of epidemic poliomyelitis. 

Beginning with seventeen deaths of infants under one 
year of age, we find a rate of 7.0 per 100,000 group popu- 
lation in 1921-1924. This recedes through sixteen deaths, 
rate 4.6 to one death and a rate of 0.2 per 100,000 group 
population 1930-1934. 


Age group 1 to 14 exhibits a similar trend. There are 
thirty-seven deaths, with a rate of 3.6 per 100,000 group 
population in 1921-1924. This drops to thirty-three deaths, 
rate 2.2, and then goes to twenty-four deaths, 1.4 per 
100,000 group population. 


This story is repeated in age group 5 to 14 with similar 
numbers, but lower rates. 


Mortality from Epidemic Encephalitis (Encepalitis Lethar- 
gica, Sleeping Sickness), 1921-1934 

--~Under lyr. -—1-4 years—, -—5-14 years 
Number Rate Number Rate Number Rate 
Ne 7.0 37 3.6 41 1.6 

1925-1929 .......... 16 4.6 33 2.2 31 0.8 

1906-1904 ........ 1 0.2 24 1.4 11 0.2 


Years 
1921-1924 ..... 


EPIDEMIC MENINGITIS 

Death rates from this cause run higher in infants under 
one year of age than they do in either acute anterior polio- 
myelitis or lethargic encephalitis. The years 1921-1924 
show thirty-four deaths with a rate of 41.1. This rises 
to sixty-eight deaths with 19.3 deaths per 100,000 group 
population in 1925-1929 and then falls slightly to sixty- 
seven deaths with corresponding rates of 16.8 deaths per 
100,000 group population. Such a sustained death rate is 
somewhat surprising in this age group. 

In the age group 1 to 4 years the death rate is much 
lower, although it follows the same trend. In 1921-1924 
there are thirty-five deaths, giving a death rate of 3.5 per 
100,000 group population. This rises to 118 deaths and 
7.9 deaths per 100,000 group population during 1925-1929, 
and then falls to eighty deaths with a rate of 4.6 per 
100,000 group population. 

Age group 5 to 14 shows a slightly higher number of 
deaths in each period, but the rates are very low. In 1921- 
1924 there are forty-six deaths and a death rate of 1.8 
per 100,000 group population. This rises to 151 deaths and 
a rate of 3.8 per 100,000 group population and then recedes 
to ninety-seven deaths, with a corresponding rate of 2.1 
per 100,000 group population. 


Mortality from Meningococcic Meningitis, 1921-1934 





-~Under lyr.— -—1l1-4 years—, ,—5-14 years— 
Number Rate Number Rate Number Rate 
14.1 35 3.5 46 1.8 
19.3 118 7.9 151 3.8 
16.8 80 4.6 97 2.3 


Years 
1921-1924 
1925-1929 
1930-1934 


TUBERCULOSIS 

Tuberculosis is the greatest cause of deaths among the 
communicable diseases in children under fifteen years of 
age. During the period of 1930-1934, acute poliomyelitis, 
lethargic encephalitis and epidemic meningitis account for 
495 deaths, while tuberculosis, with effects as appalling 
as those of these three diseases, causes 2,233 deaths in the 
same age group. It would seem that the reduction which 
has been accomplished has nearly wiped out this as a 
cause of death among children, but it is apparent that 
there are still more deaths from tuberculosis than there 
are from measles, whooping-cough and diphtheria com- 
bined during the same period, 1930-1934. To he sure, we 
have reduced the death rate from this disease in the age 
groups under fifteen, but it still stands as the most pro- 
lific cause of death among the communicable diseases. In 
1906-1909 there are 1,676 deaths of children under fifteen 
years of age with a mortality rate of 82.5 per 100,000 
group population, and this is changed to 2,233 deaths with 
a rate of 32.9 per 100,000 group population, or a reduction 
in the mortality rate of 60.1 per cent. 


(To be concluded) 
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TWENTY-FIVE YEARS AGO? 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. IX, No. 6, June, 1911 


F'rom Some Editorial Notes: 


The American Medical Association Meeting—Of course 
you have not forgotten that the American Medical As- 
sociation is to meet this month in Los Angeles, beginning 
June 27. And also, of course, you have made your arrange- 
ments to attend the meeting. It promises to be larger 
than had been expected, for a number of parties and spe- 
cial trains are being made up from Eastern points to come 
out to the Coast and combine a vacation trip with attend- 
ance upon the sessions at Los Angeles. If you have not 
already made reservation of a room for yourself, you had 
better do so at once, as we learn that most of the larger 
hotels are already nearly, if not quite, fully reserved and 
the others are filling up rapidly. If you have any difficulty, 
write to the chairman of the Committee on Arrangements, 
Dr. H. Bert Ellis, Bradbury Block, Los Angeles, and the 
matter will be attended to promptly by the proper com- 
mittee. A list of the hotels, with rates, and of the meet- 
ing places and headquarters was printed in the last issue 
of the Journal... . 


7 7 7 


The Annual Meeting.—The annual meeting of the State 
Society at Santa Barbara was, in every respect, a most 
successful one. The hotel was comfortable and the man- 
agement did everything in their power to make our stay 
pleasant. The weather was perfect and the outings most 
enjoyable. The scientific program was very good indeed, 
which fact was sufficiently proved by the attendance at 
the various sessions and the discussions which the papers 
brought forth. The plan of having the Committee on 
Scientific Program retain its personnel, changing one 
member each year, will undoubtedly prove to be a wise 
change in our by-laws. Experience in getting up pro- 
grams is half of the work; one soon learns what not to do 
and that is the most important thing. 


7 7 y 


Changes in Medical Law.—Legislatures are fearful and 
wonderful things; they keep one excited for months, they 
leave one dazed when they adjourn, and then, after one 
has had time to come back to normal and contemplate 
the result, he often finds some startling things have hap- 
pened. In the last days of a legislature it is difficult to 
keep track of what passes and what does not; and then 
comes the added difficulty of finding out what the Gov- 
ernor has approved and what he has allowed to die a 
natural death. Two bills directly amending the medical 
law were passed by the last legislature and at the eleventh 
hour were signed by the Governor, for some reason or 
reasons that cannot be discovered. One bill, introduced 
by Hurd of Los Angeles, Senate Bill No. 875, in its origi- 
nal form contained a number of provisions the real im- 
port of which was to license almost any one who applied 
for a certificate to practice. This was beaten, but on re- 
consideration, Hurd amended everything out of the bill 
except one clause allowing the Governor to appoint the 
Board of Examiners without nominations from the vari- 
ous societies and associations which, under the former 
law, elected twice as many nominees as there were ap- 
pointments to be made, and from these nominees the 
Governor had to make his appointments. At the time of 
writing, the Governor has not signified his selection of 
examiners. The other bill that passed was prepared by 
the attorney for the Board of Examiners and was intended 
to compel a licensed physician to practice under his own 
name and to make companies, and similar institutions, 
display in a conspicuous place the names of the licensed 
physicians employed by them to practice. It passed the 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIA? 


By Cuartes B. Prnkuam, M.D. 
Secretary-Treasurer 


News 


“A resolution endorsing the Initiative petition, whic 
would amend the State constitution to allow county hospi 
tals to accept pay patients, was adopted by Palermo 
Grange yesterday.” (Sacramento Union, May 8, 1936.) 





“Indications today were that the County Board oi 
Supervisors will submit to the voters of Sacramento 
County a charter amendment opening the Sacramento 
County Hospital to persons other than indigents. . . 
(Sacramento Bee, April 28, 1936.) 


“An Assembly Interim Committee was informed today 
that a survey of more than 20,000 California families to 
determine the need of state health insurance will be com- 
pleted in two months and presented to the legislature. The 
committee, headed by Thomas J. Cunningham of Los 
Angeles, concluded a two-day hearing here on the Aeasi- 
bility of state health insurance. Dr. Paul Dodd of the 
University of California at Los Angeles told the com- 
mittee the California Medical Society and Federal Govy- 
ernment are making a survey jointly. It covers family 
income, expenditures for medical and dental care, and any 
illnesses that did not receive treatment. 
Southern California doctors testified before the com- 
mittee. . . .” (United Press dispatch, dated Los Angeles, 


May 9, and printed in the Oakland Tribune, May 10, 
1936.) 


A score oi 


“Compulsory health insurance was described as danger- 
ous by Glenn O. Stout, Sacramento, who yesterday ap- 
peared in Los Angeles before an Assembly Committee 
Stout, representing the State Credit League, said the plan 
was a dangerous threat to fraternal groups, the Associ- 


ated Press reported... .” (Sacramento Union, May 10, 
1936.) 


“The expert witness is steadily assuming greater im- 
portance in the field of medical and dental jurisprudence, 
Attorney Byron C. Hanna of Los Angeles told the mem- 
bers of the Glendale Bar Association, the Glendale Medi- 
cal Association, and the Glendale Dental Society at their 
joint dinner meeting last night in Oakmont Club. . . . He 
predicted that the expert witness will bear an increasingly 
important part in the professions of medicine and dentis- 
try in matters of litigation.” ... (Glendale News Press, 
April 15, 1936.) 


Report relates that the People’s Health League has 
been organized by certain naturopaths and chiropractors 
in Los Angeles, with Henry Gross, naturopath, president : 
W. D. Noland, licensed chiropractor, secretary; and 
Nephi Cottam, licensed chiropractor, trustee. It is said 
that in their advertising matter they referred to the “Edu- 
cation 1 Department,” “Cosmopathic School,” and “The 
Somopathic University.” The records of the Board ot 
Medical Examiners indicate that William D. Noland was 
on October 31, 1935, found guilty of two counts of viola- 
tion of Section 15 of the Chiropractic Act (“News Items,” 
January, 1936, p. 30). Nephi Cottam, D.C., claims to be 
the inventor of “craniopathy,” said to be a sort of chiro- 
practic adjustment, by which he claims to be able to manu- 
ally move the bones of the skull. 


Investigation reports relate that on April 29, in the 
Municipal Court of Los Angeles, James J. Connor. 


+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on adver- 
tising page 6. 
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Tinea 


To Physicians and Hospitals 


M. P. C. food for infants is now available for delivery 
to your patients by Western Union Messenger. 


This Formula for infants has had a splendid reception 
with most satisfactory results, although only introduced 
for general use less than a year ago. 


M. P. C. has been designed to meet the growing de- 
mands of physicians for an Infant Food which supplies 
the following advantages: 

. In liquid form. 

. Easily prepared for feeding. 

. Made of pure milk. 

. Sterile. 

. Easily preserved in hot climates. 

. Sold in a manner designed to meet the demands of 


the highest ethical standards. 


Physicians whose practice includes the feeding of 
infants should know more about this new and different 
infant diet. 


' Samples and literature will be sent upon request. 


Milk Products Company, Inc. 


369 Pine Street 2006 Wilshire Boulevard 
San Francisco, CALIF. Los ANGELES, CALIF. 





Pan-Pacific Surgical Congress 


Honolulu, Hawaii 7 August 6 to 14, 1936 
A Scientific Program by International Authorities 


AN UNFORGETTABLE VACATION— 


SAIL: Los Angeles, August | (San Francisco, July 31), S. S. Lurline, 
Matson Luxury Liner. 


MATCHLESS DAYS AT SEA: Conferences, Round Tables, Deck 


Sports, Swimming, Dancing. 


HONOLULU: Accommodations at the Royal Hawaiian Hotel. Four 
days of luxurious leisure—air trips, motor trips, swimming, surf 
riding, fishing, golf—the matchless entertainment for which Hono- 
lulu is famous. 


SCIENTIFIC SESSIONS: Five days—An Incomparably Impressive 


Program by International Figures. 


RETURN: Arrive Los Angeles, August 20 (San Francisco, August 22), 
S. S$. Malolo, Matson Luxury Liner. 


Physicians in good standing in their local County Medical Societies are cordially invited. 


For folder with further information, program, rates, etc., Folder and General Information from 


ae OFFICES OF THE MATSON LINE 
DR. GEORGE W. SWIFT, President SEATTLE - PORTLAND - SAN FRANCISCO 


902 Boren Avenue Seattle, Washington SAN DIEGO - LOS ANGELES - CHICAGO 








